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8:09 a. m
DR. KULLER: W can get started |
think if you will be seated. | would like to

wel cone you to the Arned Forces Epidem ol ogy
Board nmeeting. This should be a very interesting
and | think rather full meeting of the Board. I
am personally delighted to be here and also to be
back at Walter Reed, since | started ny era in
the Arnmed Forces Epidem ology Board here, and
hopefully ending it here. So | am delighted to
be here as | have had a |ot of good experiences
her e.

| amgoing to turn the neeting briefly
over to Dr. Fogel man for some announcenents.

COLONEL FOGELMAN:  Thank you. | would
like to welcone the Board nenbers here. | hope
everybody had a good trip, and welcone to Rear
Adm ral Dysart, who is the Director of Medical
Resources, Plans, and Policies and Chief of Nava
Operations, Dr. Joseph, Assistant Secretary of
Def ense for Health Affairs and Director of Health
Affairs as well.

I have a few adm ni strative

announcenments. First of all, no food is all owed



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

7

in the conference room However, drinks wll be
allowed if you are sitting at the table. This is
not my rule.

Li eutenant Ham lton, are you here?
Could you step inside just a nonment? Lieutenant
has asked that those who are driving mght see
him to give their car make and nodel and |icense
pl ate nunmber so that they are not ticketed if you
are parking here, please. O her than the flag
officers, who can see me and | wll mke sure
that that is done.

Tel ephone access is available in the
room next door. We have two tel ephones and we
al so have a conputer hooked up from which you can
send E-mail nessages if you w sh. If you have an
enmergency, | have a phone nunber here. Pl ease

call the Headquarters Office, 202-782-3551, and a

message wll be forwarded. We have rest roons
here in this building. The wonmen's rest roons
are through the corridor and to the left. The
men's rest roons are near the elevator. And

there are other rest rooms throughout t he
bui l ding which are marked. If you need copier
support, we can have that done in Room 1095 on

the first floor. There is also a conputer next
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door as | nment i oned. That is really for

adm ni strative wuse, but if you need E-mail, |

think it has E-mail capability as well. I will
talk a little bit mre about Ilunch after the
br eak.

I would like to now introduce Col onel
Ernest Takafuji, who is the Director of the
Walter Reed Arny Institute of Research. He woul d
like to give a few wel com ng coments.

COLONEL TAKAFUJI : Good norni ng. Dr .
Kul | er, menber s of t he Ar med Forces
Epi dem ol ogi cal Board, Dr. Joseph, Dr. Mazzuchi
Adm ral Dysart, it is really a welcomng thing to
have you all here because this is where so nuch

activity has already taken place in the past with

the Armed Forces Epidem ol ogical Board. I am
sure many of you that have had the long
association with the Board that | have had have a

| ot of sentinental feelings about being here at
t he WRAI R.

On behalf of the WRAIR, | want to
wel cone you all here for this neeting. I also
want to make it very clear that this nmeeting is
hopefully one of many neetings that you will have

here at the WRAIR W are, as you can see,
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nicely set up to be conducive for such neetings
and extend that welcome not only to the current
board nembers but to future board menbers to have
your neetings here.

The Walter Reed Arnmy's Research is
goi ng through a | ot of changes right now. One of
t he biggest changes, as you probably have heard,
Is that we are in the business of now
constructing a new facility out at Forest d en.
So in about a couple of years from now, actually
about 1999, we will be nmoving into a new facility
out at Forest den. And those of you who have
expressed an interest in finding out nore about
the facility and about our prograns, please see
me during the break or whatever and | wll be
glad to bring you up to speed on sone of those
t hi ngs that are happening.

Wt hout further ado, | would like to,
in addition to extending the welcome from ne,
I ntroduce anot her per son who IS from ny
headquarters, Medi cal Research and Mat eri al
Command, and that is Colonel Bob MMeekin, who
would like to al so wel come you

COLONEL BOB MCMEEKI N:  Thank you. Dr.

Joseph, Dr. Kuller, distinguished nenbers of the
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Board and visitors, it is a pleasure to welconme
you on behalf of General Zajtchuk, who coul dn't
be here today. He, as you know, is torn between
a lot of different things, and | get the distinct
pl easure of filling in when he can't make it.

One of our maj or i nterests i's

applications of advanced technol ogy, the various

applications in nedicine. And as we pursue our
thrust into nedical surveillance -- worldw de
medi cal surveillance -- one of the things that we
wi |l be developing is some video tel econferencing
capabilities. So maybe we will be able to see
one virtually and we wll have a greater

participation at sonme of these neetings.

| have watched the devel opnent of the
Board over the years, and two things have struck
ne. One is that you bring us to the cutting edge
of where we are in epidem ology and infectious
di seases. And secondly, you bring us back to
reality as we charge off in our research. So |
am very pleased to be here to welcome you on
behal f of General Zajtchuk. | see you have a
full agenda, and w thout further ado | want to
turn it over to Col onel Fogel man.

COLONEL FOGELMAN: Yes. Next, | would
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like to introduce Dr. St ephen  Joseph, t he

Assi st ant Secretary of Defense for Heal t h
Affairs, who has had a distinguished public
heal th career and has
certainly --

DR. JOSEPH: Why did you put that in

t he past tense?

COLONEL FOGELMAN: W t hout further
ado, | would like to introduce Dr. Joseph.
DR. JOSEPH: Do you know something

that | don't?

COLONEL FOGELMAN: No, sir. No, sir.

DR. JOSEPH. | am delighted to be here
with you. | am going to -- | think | can stay
t hrough the afternoon break. It is one of the
nost pleasurable things that | get to do in a
week that is not all pleasurable. And as we
tal ked about at previous neetings, | wll try ny

darnedest to spend as nuch tinme at the board
meetings as | can. Because | really think we are
at not only an upward trajectory to what has been
a great history, but also at a kind of turning
poi nt for the board.

| want to do three things. | want to
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nmake a few notes for history buffs, and then |
want to nmention a couple of things that are
currently going on in mlitary nedicine that |
think are of particular interest to the context
of the board. And then | want to talk a little
bit about the future of the board. | wll try to
do all of that in a few m nutes.

First of all, for the history buffs,
being at WRAIR and being at Walter Reed, those of
you who are new to this place or haven't been
here for a long tine, | would urge you to | ook at
this painting over here of WIIliam Beaunont and
al so the painting of Walter Reed, which is on the
i nstal |l ation. And those of you who are about as
old as I am wll renmenber -- | believe it was
Park Davis that had the series of paintings of
great monments in nmedicine that used to hang in
every apothecary's wi ndow and in your famly GP's
office when you were a kid. These are the
originals of two of those paintings. And a prize
goes to the epidem ol ogist who can renmenber the
name of the French Indian trapper who WIIliam
Beaunont gastrostom zed in that physiological

experi ment. | think it was St. Cierre, wasn't

it?
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AUDI ENCE MEMBER: St. Martin

DR. JOSEPH: St. Martin?

AUDI ENCE MEMBER: Alexis St. Martin.

DR. JOSEPH: The second little
historic note -- | am told -- this my be
apocryphal, but this room that we are in is

sonetinmes informally called either the war room
or the Roosevelt Room And the legend is that in
the nmonths before our entry into World War 11,
when President Roosevelt wanted to have mlitary
neetings out of the eyes of the press and the
public, he would cone out here to Walter Reed and
have cabinet or other strategic meetings in this
room I don't know whether that story is
apocryphal or not.

DR. ASCHER: Ted Wodward used to cone

to those. So he renmenbers.

DR. JOSEPH: Well, there you are. I
al so want -- we have got a couple of people from
t he press here. | want them to notice how we --

take a look around this building and notice how
we panper our bionedical scientists in the
mlitary who really contribute in ways | think
that the public does not understand to the

advance of nedici ne.



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

14
Yest erday, Col onel Takafuji and | and

perhaps sonme others in this room were at a
ceremony at which Smth-Kline French honored the
Arnmy for its work in the devel opnent of the Hep A
vacci ne. That vaccine could not have been
brought to market without the mlitary's work in
Thailand and in the United States. That is just
one story anmong many.

There i's a | ot goi ng on
epidemologically in mlitary health at the
noment . Of course, forenmpst in everybody's m nd
Is the Bosnia deploynent. We have an extrenely
robust nedical support with that deploynent, and
in particular | think we are doing sone things in
preventive nedicine and surveyance and |aying the
groundwork for pre-, during-, and post-depl oynent
awar eness  of health threats and preventive
measures to nmeet them that wll set a new
standard for us.

W are also putting on the ground
really the next generation of t el emedi ci ne
capability in Bosnia, with which we wll
denonstrate not what we have to date but kind of
back and forth single channel capabilities in

telenedicine, but really a systemc view where
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everything is connected to everything else
basically, and our ability to nove information
instead of patients, provide consultation, and
build an integral and epidem ologic record wll
be significantly enhanced.

Of the health threats facing us in
Bosnia, the two of course that have gotten the
nost attention are tick-borne encephalitis and
hantavirus illness. I want to acknow edge the
help of the AFEB in sorting our way through what
posture to take wth TBE, particularly M ke
Ascher. But the board as a whole has been
enornmously hel pful to us in deciding what posture
to take. We got a lot of different advice from a
|l ot of different people, and we chose the best
cour se. But | think the focused and tinmely help
from the AFEB was a very inportant part in that
process.

Hant avi r us, I t hi nk, as Col onel
Fogel man keeps reminding ne, is the main noney in
Bosni a for us. It is a prevention threat that is
wi despread and difficult to deal wth. | think
we are well-positioned to deal with it in so far
as preventive neasures are available and in so

far as therapeutic nmeasures are avail able. I
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think that is really the one to watch. But we
expect to make the Bosnia depl oynent an
opportunity to denonstrate just how well we do in
mlitary nedicine.

Let ne nention two other itens briefly
that mght be of interest to the board. Next
Friday, | am going with a group of 12 to the
People's Republic of China for what will be the
first functional exchange of any type between the
two countries in the last 7 or 8 years. And we
are taking an extraordinary group of mlitary
health specialists to work with the Chinese and
talk with the Chinese about possible exchanges in
a variety of areas ranging from expertise to
occupat i onal health and environnmental heal t h
| ssues. W will see how that trip goes, but we
are very excited about it, and |I think there wll
be all sorts of interesting issues cone back to
you professionally and possibly in your capacity
as nmenbers of the board if, 1indeed, we are
successful on that trip.

We are close now to putting out what
wll be our definitive statenment on the Persian
Gulf Illnesses and the conprehensive clinical

eval uati on program My magnificent colleagues --
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| can't say enough about the doctors and nurses
who have done this work in our hospitals. W now
have very sophisticated work-up reports on al nost
20, 000 people, starting from O people a year and
a half or a little less than two years ago. I
t hi nk t hat i's extremely good wor k - -
extraordinarily good work -- and | think it wll
be a real contribution to the ongoing literature
of epidem ology as well as an inportant thing for
denonstrating credibility of mlitary health

services system in taking care of its people.

And | expect that you wll see that report cone
out in the next few weeks. | hope you have al
seen the 1OM report. If you haven't, we need to

get copies to the nenbers of the board, which
essentially has validated our approach and our
wor K.

Let me say just a couple of things
about the way | see the current future status of
the board. First of all, 1 don't want to
enbarrass her, but | think Colonel Fogelmn's
arrival is a big plus. There are lots of things
t hat you know and probably sonme things you don't
know in ternms of the way she has dug into the

board's activities and our overall epidem ol ogic
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posture already that are nost inpressive. e
have an engine here that | think will help us get
where we all want to go in ternms of the board's
near future.

We have a | ot of changes comng up in

terms of menbership of the board, but | want to
reiterate, and | hope you will have some tinme to
talk about this as you are here -- 1 would

certainly be happy to talk about it over Ilunch
today and then you can talk about it in your
executive sessions tonorrow. | really urge the
board to start thinking nore strategically and
start mapping out where it is that you want to be
in terms of the longer run issues and the
epi dem ol ogic context for mlitary nedicine. I
still think you are too focused on short range,
small, not in the sense of inportant, but nore
limted problems, and we do need your advice on
those. Wtness the TBE i ssue there.

But | think the real power of an
instrunment like the board is to get you to a
pl ace where you begin to follow over tinme
contextual issues in prevention in epidemology
for the mlitary. We are working on getting the

retreat we talked about | ast time schedul ed
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sonetime in this year. And | just urge you to
keep molding yourself in that direction. W are
| ooking for ideas from you in terns of topic
areas and in terms of nmethods of approach, and I
think you will find us all very receptive to the
directions that you come up wth. But | think
that really is the main challenge.

I don't know if I wll get another
formal chance to thank you, Dr. Kuller, for your
| eadership of the board in the past, but let ne
do that while |I have a nonment here. | suppose we
wll have a formal opportunity sonme time, but we
are grateful for your |eadership and wi sh you the
best in the future. | think I wll stop wth
that, Colonel Fogelman, and let's see how the
meeting goes.

COLONEL FOGELMAN: I think | wll
defer to Dr. Kuller now

DR. KULLER: Thank you very nuch, Dr
Joseph. We are going to nove now to sone of the
I ssues that were put before the board. Dr .
Ascher is going to present the evaluation of the

TBE and Hepatitis A vacci ne deploynent in Bosnia.

DR. ASCHER: As one that is in the
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past tense, a few of us are |ame ducks. And just
before we got a chance to get off, they gave us a
very interesting problemto work on.

Bet ween neetings -- they didn't wait
for the next nmeeting to have the Bosnian
depl oynment, so we got caught between neetings.
But basically we were asked to update Dr. Joseph
on the status of our feelings about the tick-
borne encephalitis vaccine issue.

This was not a new issue. For those
of you who don't renenber, in 1993, Colonel
Takafuji and others presented a great deal of
information on the problem with the specific aim
to prepare for the eventuality of an exercise
i ke Bosni a. And basi cal |y t he board
recommended, as you see, that the use was going
to be recommended nost Ilikely and that the
measures to proceed to take the product to a
status that would allow it to be used, nmeaning an
expanded IND and a nodified schedule, wer e
supported full speed ahead.

The issues were, however, in the
specific context of this deploynment, the nuances
that had occurred since and very practical things

|li ke where is the vaccine and what is it all
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about . You do have, | believe, the fina
recommendation. So |I am going to have to sort of
reverse engineer this. And | am going to dance
along the top of sone of the issues that canme up,
and | hope we have a couple of mnutes for
di scussi on. | would like to thank everybody in
the Disease Control Subcommttee that was either
on a telecon or a pre-neeting here on the first
of this nmonth, and a group that went to Austria
to neet with the individuals from the University
of Vi enna, from Austrian Surgeon General's
O fice, the epidem ology people from Yugoslavia,
such as they are, and the manufacturer. Sever al
are in the room and they are here to also answer
gquestions if necessary.

TBE, as nost of you Kknow, is an
unusual disease in the Flavivirus famly in that
It has an interesting clinical picture which
presents to us, as one of our comrents indicates,
a rather interesting nmanagenent problem in field
medicine. The illness has a flu-like prodrone in
the classic cases, and then after a -- | won't
say a lucid interval -- but after a considerable
interval, up to a week, then the onset of

neur ol ogi cal probl ens. And these are about two-
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thirds aseptic meningitis, about 10 or 15 percent

or a little nore encephalitis wth sensorium
changes, and then a small nunber with paralytic
conplicati ons. And the paralytic conplications
are sonmetinmes permanent. So this is an illness

t hat produces basically people that in sonme cases
wll be tetraplegic. W saw an exanple of that.

So you have soneone in the field with
this illness. You send them back to duty and
their first manifestation of the second illness
is that they have encephalitis. That is a little
conplicated in ternms of figuring out how to take
care of that. So that is one tw st.

The other interesting thing about it
Is that in another form a little to the east, is
known as Russian spring-summer encephalitis, a
little different virus, and here is the reason.

It is a very tight epidem ologic curve as you can

see over time wth the onset of the illness
mainly being in April, My, and a peak --
sonetinmes a little second peak, people have
tal ked about, if the weather settles down in the
fall. But in general, a fairly tight illness.

When we first were asked the question,

we figured we had a little while to think about
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it because we are a little bit ahead of the
timng on this.

The problem in ternms of where disease
Is and what nunbers cone out of Europe are the
classic problem of reporting bias. We have sone
nunbers, and | am going to leave this up for a
couple of mnutes, that indicate that the one
thing we really don't know is any reliable
figures on Bosnia itself. And that has to do
with two factors. One is that there s
historically not a |ot of disease activity ever
been reported out of t here, but also the
di sruption of the system of course, doesn't
all ow much

But if you look at a couple of the
exanples from this table, you wll see sone
interesting tw sts. The couple that | wll
hi ghlight for you are the northern part of
Yugosl avia or the area of Slovenia. You can see
that they run 200 to 400 cases a year. And a
rat her extraordinary finding, which I wll show
you on a map, that a big change in activity in
Latvia after the fall of the wall, if you wall,
al l owed by anecdotes a |lot of people into areas

of Latvia that were not allowed before and this
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nunmber of over 1,300 cases we were told was
actual ly over 1,700 cases of ti ck-borne
encephalitis in Latvia. So it suggested that in
a situation of environnental disruption, you can
have an expl osive change. This is only a hint
that it can happen. | think those data are
reasonably real

You probably would not have thought
that Sweden or any of these other areas were
areas of activity. Now the one, of course, that
is most interesting from our perspective today is
Austri a. If you go back to the beginning in the
|l ate 1970's, you see they had this nagging 400,
500, or 600 cases a year. And with the work of
the folks at the wuniversity, they were able to
put t oget her a vaccine program which has
basically dropped the incidence to what you see

in these residuals years of around 100 to 200

cases.

Now where the disease is is a bit of a
mess. And | wll pass this around if anyone
wants to see it, and | wll show you a poor
facsimle of this. This is Europe, as you can

see, with Latvia being at the top. And right off

the end of the map is the disease activity |



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

25

documented in Sl oveni a. And one of the problens
we face is there is really nothing any further
south in terns of reliable data.

So if we put the map of Europe, as |
said a poor facsimle on it, this is going to be
Bosni a. You can overlay what we had docunented
on the other map here. And you can see that
there is an area centered on Austria, Slovenia,
and Hungary that has well-documented high |evels
of activity and then a blank in the area of
Bosni a.

Let me make sure you all understand
how Yugoslavia is divided because there are a
couple of issues. The troops that we are
depl oyi ng supposedly are com ng through Hungary,
through a corridor of Croatia, into this region
around Tuzl a. So this is the area, Bosnia, that
we are talking about where nost of our forces
are.

Classically, if you ask the people who
keep the older maps, in terns of where tick-borne
encephalitis has really been described, you wll
conme up with a statenment that Slovenia is a well-
known hot spot and Croatia has activity. So you

will end up with this kind of distribution. And
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this was the problem as | said, that we have a
distribution of in Europe extending down to the
northern part of Yugoslavia with then sort of an
unknown |evel of activity in the south of that
for several reasons.

Now one of the bonuses of our trip,
and we are not quite sure exactly what to make of
it, was a map given to us by the disease control
officer from Sl oveni a. And this indicates that
in the areas of Bosnia, which is this ecosystem
com ng down this general valley with highlands to
the south, there is either indirect evidence in
terms of antibody surveys or occasional anecdota
cases as derived fromthe people in Slovenia. So
this was the nobst conpelling, and sonme people say
it is not conpletely reliable, but the nost
conpelling data from the field that suggested
there was an extension of the risk down into this
region. And there is no reason that it should
not be extended down.

And the other bit of information which
was new to me was the fact that Hungary, which is
the corner of Hungary where our troops cone
t hrough, and this doesn't show very well in terms

of the reproduction, is a very well known hot
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spot . And it is a routine for inmunization in

this area for at-risk people.

Now a word about the vaccine. The
vaccine is a classic formal inactivated chick
enbr yo- grown product. It is fairly well worked
out . It was developed first in the 1970's and

then was remanufactured when sone changes were
found to inprove the -- or decrease the
react ogenicity. It is a routine inmunization in
Austria used now in everybody over the age of 1.

And this, although again subject to sonme bias,
Is the Austrian counts in terms of incidence of
tick-borne encephalitis over the years subsequent
to the immuni zati on program And as you can see,
except for the fact that there is no clear
classic efficacy trial, it has dimnished the
case reporting in a significant way.

One of the other issues that we had to
face is the issue of reactogenicity. Because
this was not subject to the sanme type of trials
necessarily -- as | said, no efficacy trial data
-- there were concerns that the adverse reaction
reporting system that we had access to was not
i deal . But we carefully |ooked at that, and

there is a passive reporting system that Austria



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

28

uses, and they reflected that severe reactions
occur at the rate of about 1 in 100,000, and
there is no pattern of particular syndrones that
occur. So after sone |engthy discussion, we did
assure ourselves that there was a reasonable
safety factor in the use of this vaccine.

They have used 40 mllion doses of the
vaccine overall, and | believe 26 mlIlion of the
newer fornul ation. They sell about 4 mllion
doses a year and they use about 1.5 mllion in
Austria every year. Correct me if those nunbers
are wong. Jeff is here sonewhere and sone ot her
fol ks as wel|.

So trying to put all this together,
and as | said | am dancing along the top of sone
of these issues, we cane up with the concl usions
t hat you <can read in the neno that we
acknow edged that this is probably a risk to our
troops due to their deploynment into the areas of
Hungary, Croatia, and Bosni a. Hungary is clearly

a risk area. The area of Croatia where they are

deploying is clearly a risk area. And Bosni a,
again as | nentioned, may be a little less risk
ar ea.

We estinmated order of nagnitude at 10
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to 20 cases in the 20,000 troops for one year.
Those are soft nunbers, but there 1is sone
justification for those nunbers.

We indicated that there are, in the
maps | showed you, classic "stable" environnmenta
foci that have been reported. W were concerned,
however, that you could necessarily know where
they are at the present, or if you were a
conmmander in the field feel confident that vyour
troops were going to retain a stable relationship
with the environnment. So we indicated that it
was probably not practical to do a really careful
| ocal risk assessnent, and we could not come up
with a neans of determ ning who could or couldn't
receive the vaccine. So we sort of concluded
that on the basis of that that if you are going
to use a vaccine, it wuld have to be given
basically to everybody unless there was a good
reason to say there was not risk.

In our final recomendation, as you
can see, the first recomendation, ahead of
anything to say about vaccine, is a very strong
enphasis on the wuse of personal protective
measur es. And the comment or the |anguage says,

must be i nplemented by conmanders in the field."
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That was as strong as we could make it, and the
enphasis is really there. We felt that both for
t he purposes of this and things |ike Congo-Crinea
and Lyne disease and everything else that this
was a very inmportant factor

We did, however, then recomend that
the vaccine be given to all troops deployed to
the areas | nentioned and that we better get on
it pretty fast because we would |ike to have the
vaccine efficacy in the troops before the tick
season starts, which is in a couple of nonths.
We indicated that there is an issue about the use
of this vaccine under IND that will require sone
speci al considerations and had the services nmake
sure they have the resources necessary to do
t hat . We indicated that rodent control for the
purpose of controlling general rodent-associated
di seases, particularly hantavirus, would probably
be helpful as well, and thought that was worthy
of some consi deration and enphasi s.

And then the last thing, which is also
one of the indirect references to the other form
of tick-borne encephalitis transmssion is that
you shouldn't eat raw mlk in any of this are or

any raw m |k products. Of course, that also
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applies to California, but I don't know what the

difference is there.
Okay, | have danced along the top and

[ have nost of t he comm ttee her e t hat

participated, and | wonder if there are any
guestions or comrents. I am sort of pressed for
time, but | will turn it over to anybody who has

any further thoughts. Dr. Joseph, anything?

DR.  JOSEPH: wel |, not hi ng. e
distributed -- we did distribute -- you have in
front of you the policy that we eventually sent
out . We did the best risk/benefit association
that we thought we could garner. Sone of the
nunbers were different from other sources than
the ones that M ke has given you. I think there
IS no question about the 1issue of personal
protective neasures, not only for TBE but for
ot her hazards in Bosnia. There is sonme question,
I t hi nk, about the degree of risk, bot h
geogr aphi ¢ and denogr aphi c.

We have interfaced, | think, with a
ki nd of classical problem You have what is in
the U S. an unlicensed vaccine that has not gone
t hrough the kind of trials that would be required

for licensure in the U S. It is well established
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in its use in what is a pretty good public health

and nmedi cal systemin parts of Europe. And then,
of course, we had to balance that wth the
| ogistic and mlitary issues involved in a rapid
| mruni zati on canpaign for many nore than 20,000
troops because of rotation of units, et cetera.
And you see before you how we arrived at our
deci sion and what it was.

Let me just try to be very clear. My
view is that the value of a consultant or a
consultancy is not nmeasured by whether you take
their advice or not, but by the quality of the
work and how that informs your eventual decision.
| think that is a solid rule in nedicine. And
the fact that we canme out with a different policy
in some respects, in mpjor respects, than that
t hat t he board and t he consul t ant group
recommended, in no way should dimnish your sense
of how inportant the advice and what quality of

advice it was that we got.

This will be an interesting one to
watch devel op. We have probably in this
depl oyment -- | am told by those wth Iong

mlitary medical experience and certainly ny own

i npressions are -- | was out in Bosnia a couple
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of weeks ago -- Hungary and Bosnia -- we probably
have the nost direct and strongest |ine conmand
support for preventive nedicine that we have ever
had. We have had one so far and expect to have
another one in the next couple of weeks, direct
messages from the CINC about personal protection
and environnent al hygi ene. And the line
conmanders up and down the pole are very aware
and very cooperative.

I know you are going to have a session
on this later in the nmrning, and | am very
anxi ous to hear that. If there ever has been a
good chance to better General Slims record of
making sure that the |ine command enforces
preventive nedicine neasures, | think we have
t hat opportunity now. And beyond that, we wl]l
just have to wait and see how it works out.
Thank you again, M ke.

DR. ASCHER: Wuld any of t he
subcomm ttee have anything to add in terns of
correction? Anybody? | thank you all for your
wor K.

DR. KULLER: Any questions from
anybody el se?

DR. FLETCHER: Is this a costly
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vaccine, Dr. Ascher?
DR. ASCHER: Jeff, help. \Were is he?
What was the net bottomline cost? About $11.00
a dose?
COVMMANDER GERE: It is $11.00 a dose.
It requires 3 doses over 28 days and then a
booster at 9 nonths for each soldier.
DR. ASCHER: It obviously wasn't a
probl em of supply given that they sell a mllion
a year to give us 60,000. Yes, Dr. Cunnion?

CAPTAI N CUNNI ON: St eve Cunni on. How

many -- what percent of the U N troops that have
been in Bosnia since they went in were
vacci nat ed? And since we provided nedical care

in Bosnia since the beginning, have there been
any di agnosed cases in U N troops in Bosnia?

DR. ASCHER: Joel, | think the nunbers
were the Canadians used it for a while and then
stopped. The Brits do not and we --

COLONEL GAYDOS: The Canadi ans
continue to use it for high risk groups.

DR. ASCHER: The Canadi ans are still -
- and we do not know of any reports of diagnosed
illness in the U N troops, but we are also not

clear that they have the capability to make the
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di agnosi s.

DR.  JOSEPH: I think 1 can add
sonething nore to that, M ke. The Russi ans
probably are coming in with inmmunized troops in
our sector. The British and the French have
el ected not to use the vaccine. W have had many
hundreds of thousands of troops, of course, in
sout hern Germany for many years, many of whom are
exposed to field conditions in southern Germany,
which is a yellow area on that non-preval ence
drug conpany map. And one of the issues before
us was if we were going to use this vaccine now
in Bosnia, what do we do about Germany. To the
best of ny know edge, there has only been one
reported TBE case in Anmerican forces in GCernmany
over the last many years with many hundreds of
t housands of man-years of exposure.

DR. ASCHER: | believe we do have now,
at present, in the field the lab capability to
make the di agnosis, which the U N did not.

DR. KULLER: Thank you very nuch. I
am sure this wll rise up again in board
di scussions over the next nonths and years.
Anybody el se?

I think the next -- we are going to
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move on, | think, to Dr. Fletcher and Col onel
Par ki nson tal king about clinical preventive
servi ces.

DR. JOSEPH: Was M ke going to say a
word about Hep- A?

DR. KULLER: Oh, Hep-A Were you
going to talk about Hep-A Mke? Could we just
have a brief -- | mssed the boat. Sorry. Thank
you.

DR. ASCHER: Before the -- yes, the
question that cane to the board was actually a
two- part question, which was the issue of a final
recomrendati on on Hepatitis A, And through a
tel econference, we decided that we would reaffirm
the previous position that the Hepatitis A
vaccine was the nethod of choice of prevention
and should be used routinely in all troops prior
to this depl oynent. And | believe that has gone
forward.

DR. KULLER: Ckay. Cli ni cal
preventive services for nen.

DR. FLETCHER: Thank you, Dr. Kuller
and nmenbers of the board. As you know, the three
subcomm ttees or commttees or commttees of the

AFEB are quality control, disease control, and
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| ast but not |east health nmaintenance. And |
have been asked as chair of that commttee to
address a nmeno from Dr. Joseph that is in your
handout regarding his request for us to provide
assi stance in det erm ni ng t he appropriate
clinical preventive services for nen that should
be provided as a routine benefit in the mlitary
heal th services system

Qur plan of presentation this norning

is for me to give a little background of
reasoni ng for this and go into t he
recommendati ons that | have put together based on

some of the data that we have here on the routine
recomrendat i ons. Dr. M chael Parkinson will then
go into sone of the nore controversial areas. I
think his expertise working with ny experience
and ny review of this will hopefully give you a
platform of issues to talk about. We have sone
recommendations in front of you and we can
address these as you would like it henceforth.

So if we can start with the slides,
pl ease. The first slide is Dr. Joseph going to
Chi na. Maybe he could <check this out.
Anecdotally, many years ago the Yell ow Enperor's

Classic of Internal Medicine, said to have been
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conposed about 2500 B.C. and witten down in the

second century, "The role of the physician was
not to cure disease. | ndeed, such a task would
be undertaken only by a poor physician, one who
did not know his business well enough to have
avoi ded the problemin the first place.” And the
enperor customarily paid his physician a regular
retainer and stopped paying when he stopped
feeling well. And the sages and the wi se nmen of
that time did not treat those who were already
ill. They instructed those who were not yet ill.
So the history of prevention goes back quite
sone ways prior to certainly our current way of
medi cal care and practice.

A little npre current, Moments in

Medi cine, "No longer is our highest aim to cure
di sease but to prevent it.", by WIlIliam GCsler.

In nore detail, he taught his students under the
plain trees outside in the olden time, as Osler
followed sort of Hippocrates's ways of ol den
times. GCsl er brought on thoughts that actually
Hi ppocr at es had had. So WIlliam Gsler
dramatically changed in his relationship, as

first professor of nedicine at Hopkins, the

t eacher/ medi cal student relationship, bringi ng
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students to the hospital ward. Hi s teaching
met hod spread through the United States, and he
called the nodern period the age of preventive
medi ci ne. Thi s IS certainly wi thin our
reasonabl e era and stresses t he critical
i mportance of cutting disease off before it ever
gets started.

This slide represents nmore currently
sone data from 1990 from the Department of Health
and Human Services from the Carter Center in
At | ant a. Just an interesting way to |ook at
prevention in general, at the 10 |eading nedical
causes of death -- now we are trying not to, of

course, deal just with death but norbidity prior

to that. But the ultimate endpoint, | think,
that we will be dealing with, the Arned Forces of
the 1.7 mllion active, | believe, and the total
of about 2.5 mllion wth reserves, a very
nottl ed popul ati on. We could deal with 1ooking

at the long-term effects of 10 nedical causes of
death. As you can see, heart disease, of course,
cancer, cerebrovascul ar disease -- we are going
on down to things that our mlitary personnel are
i nvol ved with

-- accidents and pneunonia influenza, suicide,
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di abet es.

And | ooki ng at t he right, t he
lifestyle factors that |ead to about half of
t hem Nunber one on the list, as you can see
400, 000 deaths thought to be related to tobacco
on a yearly basis. Diet or sedentary lifestyle
are 300, 000 conbi ned. Al cohol itself 100, 000.
You can just go right on down the list to see
things that we can prevent. Looking at the total
actually on the bottom just a way to |ook at
this through statistical neans, about 1 mllion
deat hs we can avoid by prevention.

I think this is a very inportant role
for us to play in the mlitary dealing wth
t hings that we can prevent. | showed you sone of
this a few nonths ago, and just briefly the Koop
Nati onal Service Award, |ooking at Anmerica's best
wel | ness programs and conpani es. Of course, you

can't conpare the mlitary to conpanies directly,

but there are ways we can, | think, look at the
things we may do to -- |like jogging for dollar
and like Quaker grants or bonuses of certain

amopunts for famlies who can be stinulated to
shun smoking and to exercise and wear seat belts,

sone basic things to prevent injury. And maki ng
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enpl oyees safe and healthy |ike Steel case or seat
belt wuse to <cholesterol and other types of
prevention really netting in dollars that are
saved and a healthier work force.

Dow s Backs t he Action Pr ogr am
encourages exercise, dieting, and ergononics.
They have decreased on-the-job sprains and
strains up to 90 percent, whi ch are

muscul oskel etal but which really inpair people,

and | am sure we see a lot of that in the
mlitary, and inpair people's performance.
Renmenbering nmy days in sick-call wth the

Marines, a trenmendous problem

An apostle of prevention is Dupont, a
maj or conpany also, and you can read this. The
flu shots and things that they believe are
val uable enough to budget a mllion dollars a
year -- 40 mllion a year

Now studi es by Johnson and Johnson at
the University of Mchigan -- as you renenber, we
tal ked sonme nonths Dback. Quitting snoking
probably a savings of $1,010.00 per year, the
average cost of a snoker. Starting to exercise
saves an individual $260.00 a year -- |owering

chol esterol and losing weight. So there are ways
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to look at this from the standpoint of npnetary
val ue as well.

And you can look at it, as some of our
physi ci ans say as sort of a cartoon -- providing
you eat sensibly, stay off the beer, cigarettes,
and the whiskey, and don't take any strenuous
exerci se and keep away from wonen, you could live
for another 20 m nutes, and there have been data
as to what it does to |ower your cholesterol.
How many nore days of |ife or days of life free
fromillness? So | think this is just a little
backgr ound.

Qur question has been to t he
appropriate clinical preventive services that
should be provided as a routine benefit in the
mlitary health services system And for
consideration by you at this neeting and we can,
of course, make this flexible and informal after
we present this.

Now the U.S. Preventive Services task
force I think was a very integral group that cane
up with a lot of recomrendati ons. Dr. Parkinson
w |l probably get into this some nore al so. The
background was based on the Canadian task force

nodel . The first report was in 1989, updated in



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

43

1995. Eval uation of 70 topics and conditions.
Looking at general and high-risk group period
heal t h exam recomrendati ons. This was the basis
for many basic benefit packages.

Now the nethodology of the group was
targeting the Ileading causes of norbidity and
nortality, sone of the things we nentioned
previ ously. St andar di zed epi dem ol ogi cal | y- based
literature review and grading of evidence --
recomrendat i ons based on t he evi dence --
evi dence-based, as nmany publications are now
com ng out. Revi ew by experts, organizations,
specialists, and scientists in the United States,
Eur ope, Australia, and Canada.

Maj or criteria ef fectiveness
eval uati on. The test nmust -- the routine tests
that we recommend nust detect a target condition
earlier than wthout screening wth sufficient
accuracy. Screening and treatnment for early
di sease shoul d decr ease di sease-specific
norbidity and nortality conpared to treatnent
when the patient presents already wth the
disease -- with synptons and signs of the
problem So it nmust make that qualification.

Now t here are a nunmber of authorities
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we | ook to for these recomendati ons. | spoke to

sone people who had been involved in mlitary

medi cal care in various capacities. | reviewed
the literature. We have the generalists group
here listed, the Anmerican Acadeny of Famly

Practice, the Canadian Task Force, the American
Cancer Soci ety, t he Ameri can Col | ege of
Physi ci ans, which in general is not at tinmes as
| iberal with recomendations as the Anmerican

Heart Association, from the standard particularly

of chol est er ol control t hat we are not in
agreenent wth, and the Society of Interna
Medi ci ne.

Now the specialist groups, of course
I ncludi ng the Anerican Heart, as | nentioned, and
including also the NH NC, and NHLBI, the
American College of Cardiology, which is a nore
conservative group of mainly cardiologists who
are becomng nore and nore prevention oriented
from the standpoint of car di ovascul ar, t he
Anmerican Urol ogical Association, which Mke wll
probably get nore into wth regard to PSA
because | know that is a particular concern, and
the American Gastroenterol ogical Association.

Now one reference that | have that is
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in your handout and | thought was quite val uable
was by SOX in the preventive health services in
adults, sort of an editorial type of consensus

paper, | guess you m ght say, in the New Engl and

Journal in 1994. It goes into various and sundry
references | ooking at sonme of the task forces |
mentioned and many of the other sources and
classifying in a table routine or specific. And
| think we are looking nore at routine and a |ot
of this was lifted out of those recommendati ons.

There will be others that we will be nentioned
subsequently by Dr. Parkinson.

Now what we have done is classify what
we do in three conponents: screeni ng;
counseling; and lastly, inmmunization/treatnent.
And what we are recommending routinely, again to
be nodified with your discussion or whatever,
these are just to get these things on the table.

Routinely height and weight, blood pressure,
both systolic and diastolic, murmurs of the
heart, especially diastolic nmurnurs. Because it
is our experience in cardiovascular that these
di astolic mur mur s can be har bi ngers of
endocrinitis and other problens, nore so than

systolic, but if one can auscultate as hel pful
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A skin exam for various things has been found to

be routinely beneficial. A breast exam greater
than 40 years of age. This is routine. Bl ood
i pids and cholesterol. And we need to decide is

it just the total cholesterol, the LDL, probably
not routinely the HCL, but that is for concern.
Conpl ete bl ood count, wurinalysis, and nmany have
felt a bl ood gl ucose i's very i nportant,
particularly because of the enornous preval ence
of diabetes and how we are detecting that early
and how we can manage that properly to avoid end-
organ conplications.

Now t he questions in screening that we
wi |l discuss. When do you do the occult feca

bl ood? Greater than 50 years of age mybe?

Maybe earlier. Again, the big item prostatic
specific antigen. Sone have recommended greater
than 50 only, but I think this is for discussion.

And hearing and probably visual is another area
of screening questions that we need to discuss.

Counseling in general, fairly nuch

agreenment on this, about tobacco, alcohol, and

substance abuse, nutrition, physical activity and

exercise, injury prevention, sexual behavior. I

have added donestic violence because of t he
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recent interest and inportance of this in all of
our society -- in patients | have seen in ny
practice in many areas -- the aging, t he
adol escents, adults. And |astly, dental care.

| mmuni zati on and treatnent of tetanus,
di pht heria, pneunococcal, greater than 65 years
of age and influenza greater than 65. There is
sone question about these, and | think these are
in the group that need to be further discussed.

I will stop at this point. And i f
there are coments, we can. But | would rather
nmove on to Dr. Parkinson, who is going to go into
some of the nore controversial areas. And, Dr.
Kuller, we can pause for questions or coments,
or go right into M ke.

DR. KULLER: Wy don't you have M ke
present, and then we will take questions.

DR. FLETCHER: | think that is best.

COVVANDER PARKI NSON: Thank you, Dr.

Fl et cher. It is interesting -- this mcrophone,
you feel Ilike you are in Trunp's casino or
sonething and you <can walk around. It is

I nteresting you brought wup Dr. Osler, because
also at the same tine, as you know, there was Dr.

Wel ch, who was the first dean of the School of
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Public Health at Hopkins. And | recently had the

chance to review the proceedi ngs at t he
Rockefeller Foundation in 1913 through 1916,
whi ch established schools of public health. And
the issue of «clinical preventive services is
right at that interface of how you try to conbine
a popul ati on-based perspective on an individually
delivered clinical preventive service. And as we
get into this discussion, what you wll see is
the tension becomes what is good for a popul ation
or what is good for a mniml benefits package
versus what is good for M ke Parkinson or Jerry
Fl etcher in their perspective and the perspective
of the physician taking care of them

Ironically, that perspective, at |east
in 1913 by people |like Abe Flexner, basically
they felt that that perspective of popul ation and
particularly getting physicians out of the node
of thinking in terms of one-on-one patient care
was not sonmething we could do in a nedica
school. And, therefore, the decision was nade by
t hat august group to set up a separate structure
called a School of Public Health, which was then
funded sonme 22 schools over the next 50 years by

t he Rockefell er Foundati on.
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But, indeed, it is that tension that
runs through this entire presentation. Vhat |
would like to do is very briefly summarize sone
of the broad areas of consensus. Because there

tends to be a sentiment that because we don't
agree on this preventive service or t hat
preventive service that there is little or no
consensus about what you should do. And, of
course, nothing could be really further from the
truth.

I want to get a little bit nore into
the exact evidence that was used and why the
preventive services task force is really a unique
resource in this area relative to some of the

other authorities that nmake recomendati ons. And

t hat is that the quality of evi dence was
specifically graded for all those 70 target
conditions along the following |ines. Grade 1
was that there was at | east one properly

random zed control trial to address whether or
not screening for t hat condition decreased
norbidity and nortality. Il-1 was that there was
at |l east one well-designed control trial wthout
randoni zati on. I1-2 was well-designed cohort or

case-control study. And finally, the |owest
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| evel of evidence, which is not to say it is not
I mportant but <certainly traditionally this has
been the highest |evel of evidence com ng out of
institutes in terms of what does the chairmn of
X departnment at the top 10 nedical schools in the
country think, that is the opinions of respected
authorities and expert panels, was actually given
relative to the other levels of data the | owest
| evel of evidence.

Now t hat doesn't mean that t hey
discarded it conpletely. It certainly was
I nport ant. But the notion here was by doing this
they also defined a research agenda where we just
don't have good data for sonme key areas that we
need to have done.

Taking that evidence, then, how did
they basically go to the strength of the
recomrendati ons. As Dr. Fl etcher said the
recommendati ons were based on the quality of the
evidence. And basically, if you had high quality
evidence basically you would get an a) good
evidence for including that screening test,
| mmuni zation, or counseling intervention in a
periodic health exam nation; b) fair evidence for

it, again noving down that evidence hierarchy; c)
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i nsufficient evi dence for or agai nst t he
recomendation to include it, in other words
there is just not enough out there; d) there is
fair evidence against -- there is fair evidence
that by doing this condition you do not lead to
decreased norbidity and nortality, and you
certainly should not include it -- or you should
think of not including it specifically because
the evidence is leaning nore that other way; and
e) there is good evidence against including it,
in other words sonmething definitely you don't
want to do.

Now once all is said and done -- this
is a little bit busy slide -- but | just wanted
to show you. We are not going to go down here.
But many of the areas that Dr. Fletcher covered,
with the exception of some of the |aboratory
screening tests, quite frankly the glucose,
routine CBC, and U A, are less well covered. But
what you can see here in the very dark bars, and
we are |ooking at screening tests, exam nations,
and i nmuni zati ons, and counseling or  health
gui dance, what you can see in the dark bars is
that those are those screening tests which are

recommended by many or all -- recomrended by all
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maj or aut horities. So al | t hose | ar ge
generalists groups that do mke reconmendations
in areas along wth preventive services task
force, Canada task force, et cetera.

And all | want to |leave you with is
the notion that the black bars are quite
prom nent across w de areas of consensus. So
that far from being differing areas of what
shoul d be included for screening, counseling, and
I mruni zati on, there is a Dbroad amount of
consensus. When we start getting differences,
and that is what is highlighted in Dr. Joseph's
guestion to the board, is in these very highly
vi si bl e, hi gh controversi al, hi ghly
epi dem ol ogically and econom cally charged issues
li ke PSA testing, f ecal occul t bl ood, and
si gnoi doscopy, for exanple, for colon cancer.
And, indeed, you see here that you get into PSA
testing, you get into signoidoscopy, urinalysis
periodically, exans for cancer in terns of what

is a clinical conponent of what you lay vyour

hands on or |listen to when you go to see a
patient. But overall, there is trenmendous
consensus. And | think that is an inportant

t ake- home nessage.
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I want to concentrate instead on sone

of the controversial areas. Some of these are
very controversi al and sone are | ess
controversi al . And very quickly blitz through

with you some of these areas and sonme of the
recomrendat i ons, both the evidence and the
recommendati on nmade by the task force in these
follow ng areas: coronary heart disease, colon

| ung, t hyroi d, gl aucomm, counsel i ng
I nterventions, and spend sonme tine on prostate
cancer screening -- because it is the squeakiest

wheel right now. The question is, should it get

nore grease. | don't know.
Coronary heart disease. Routi ne x-
rays, HDL chol esterol and triglycerides all

basically get a recommendation of C, neaning that
there is insufficient evidence for or against to
routinely include these in a periodic nmedical
exam nati on. In the area of colon cancer, direct
rectal exam nation, both because you can only
measure, if you are lucky, nmaybe a couple inches
of that area that you are trying to screen wth
DRE, digital rectal exam gets a level of 3, again
i nsufficient for or against in a C, but there is

good evi dence now, and this i's a new
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recommendati on since the original 1995 task force
review of this issue, for fecal occult blood
testing in greater than 50 on an annual basis and
si gnoi doscopy periodically gets also a |evel B,
that there is fair evidence for including that in
a periodic exam and both of them are recommended
to be done together.

Periodicity is very difficult with any
screeni ng reconmendati ons. The reason is, there
Is very, very good studies on whether or not
tests should be included in aggregate, but very,
very few studies that have random zation or
control around strictly the issue of periodicity.

So, again, as you say, whether or not the tests
should be included, that is decision node one,
and then secondarily the periodicity is sonething
that oftentinmes you are led down into grade |eve
3 -- well, I think it should be every 3 years and
| think it should be every 5 years. Certainly,
It shows that it should be included in a periodic

heal th exam

What about |ung cancer. | know t hat
we still have individuals -- | am not speaking
just for the Air Force -- we still have people

out there mstakenly taking routine chest x-rays
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thinking that they can do sonething in the

occupational health side of the world to detect
| ung cancers or sone other types, for lung cancer
specifically. And there is evidence against
i ncl udi ng t hat routinely as a routine
adm ni stration of thyroid function tests.

G aucoma and tononetry basical |y
despite the evidence there, it is routinely done
by many, many peopl e. The task force says there
Is basically insufficient evidence for or against
to routinely do glaucoma testing.

Now | just want to review, as we get
into the PSA issue, again this slide which Dr.
Fl etcher quickly went over. Screeni ng nmust neet
the followng conditions, and that is that it
must detect it earlier than w thout screening,
and nunber two, that once you' ve detected the
condition that intervening at that stage has a
different outcome in ternms of norbidity and
nortality than if a person just normal |y
presented to you at the clinic.

VWhat are the tests that are avail able
for prostate cancer Screeni ng. There is
basically three, di gi tal rectal exam nati on,

prost ate specific antigen, and transrect al
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ur et hr al ul t rasound, and all three have been
systematically reviewed by a nunber of the

authorities that we | ooked at up here.

Let nme just talk one mnute. o
course, DRE you've got the problem of literally
and figuratively reaching an area -- as being
defined as abnormal or positive. Transr ect al
ul trasound, |ikewi se, there are sonme concerns
about this test in terms of the cost and

di sconfort of having that done wdely as a

screening test. Neverthel ess, let's | ook at what
t he t ask force says. Basi cal |y, t hese
recommendati ons now are about 6 nonths old. For

DRE, PSA, and for TRUS, all three of those they
reconmend |evel D, that have is, fair evidence
from the data against including any of these
tests in routine screening of men for prostate
cancer.

Let's get in a little bit and | ook at
why that is the case. Again, going against those
macr o-requirenents that they talk about. 0]
course, this is where the controversy cones. As
Dr. Joseph notes in his letter, as the Anmerican
Cancer Soci ety and Ameri can Ur ol ogi cal

Associ ation, as they have in other areas related
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to cancer screening, basically they call for an
annual rectal exam nation greater than 40 and an
annual PSA greater than 50 anobng African Anerican
males in which there is evidence that there are
nore aggressive fornms of prostate cancer greater
t han 40.

Now keep in mnd that the Anmerican
Col l ege of Physicians and AAFP are currently
reviewing this whole area. Again, it is very
lively. I mght also refer you, as a matter of
fact, to this which literally arrived on ny desk
yest erday. AHCPR s review this nonth of four
maj or studies in the whole area of PSA, DRE, and
informed decision nmaking as it relates to
treatment for prostate cancer. So not only is
there controversy at the screening end but also
at the treatnment end, and we will show you why.

By the way, the annual DRE or the DRE
for the purpose of detecting colon cancer is
recommended above the age of 50.

In a very good review article of this
that was published approximtely two nonths ago

in the New England Journal of Medicine by Dr.

Steve Wool f, reviewed all of the issues in the

context of an epidem ologic screening test. I
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will briefly go into these. s prostate cancer
"serious" in terns of the burden of suffering
suffered by obviously both the patient and by the

popul ation to which you mght apply screening

tests? Is the screening accurate? Sensitivity,
specificity, positive predictive val ue,
reliability, wvalidity? Does early detection
i nprove the outconme? s screening or treatnment

harnful ? What are the downstream effects of what
we are talking about by admnistering this test
on an individual population basis? And finally,
are we doi ng nore harmthan good?

The problem with prostate cancer is
t hat many people die with rather than of prostate
cancer. It is a very, very common, prevalent
di sease. There is recently sonme autopsy studies,
and | see some of our colleagues here from AFIP,
t hat suggested that even anmong nmen the age of 30

that basically you can detect 10 or 15 percent

wth mcrofoci of prostate cancer. And t hat
I ncreases with age. We do know that there is a
di fference of 10-year survival rates, |ike many

tumors, based on the degree of netastasis, as
basically outlined here. But 30 percent of nen

over the age of 50 have evidence of histologic
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di sease, and if you extrapolate this nationally,
that neans over 9 mllion nmen in the United
States basically have sonme evidence of this over
t he age of 50.

Most cancer, however, as | said, is
not clinically inmportant in the sense that it is
-- and | just forget the nunber off the top of ny
head of -- what about 40,000 deaths -- | think it
is the 12th or 13th |eading cause of death anong
men. But at any rate, what | wanted to say is
that the reason, of course, that this is getting
in the press and getting on the nedical agenda is
really twofold. One is that new technol ogy, as
in many cases, has outstripped our ability to
deal with it. And nunber 2, highly visible and
very, very vocal individuals -- and Bob Dole

basically wites editorials in the Wshington

Post about why it is inportant for you to go out
and get your PSA test and the WMayor of the
District of Washi ngt on has a very wdely

publicized case of prostate cancer hospitalized

at Hopkins -- it drives the issue. And we have
to be able to address it, | think, scientifically
as well as sensitively and conpassionately as

physi ci ans.
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Is the test accurate? Well, the
positive predictive value of this test, and again
that is the individuals who test positive above
4, what is the proportion of those individuals
who actually have prostate cancer. It is, at
best, 28 to 35 percent. Now what you can do is
you can conbi ne that. If you conmbine that with a
positive clinical digital rectal exam nation you
can get the positive predictive value up to about
49 percent. However, even in popul ati ons where
you do that, vyou wll find approximtely 20
percent of that population, conbining those two

tests to increase your positive predictive value

-- 20 percent of that population will go on to
needl e bi opsi es. And we wll talk about a 20
percent needle biopsy rate ampbng a -- wth a

positive predictive value at that on a popul ation
basis is very |arge.

The bottomline is two thirds of those
I ndividuals with a PSA greater than 4 are false
positive, and basically neither the PSA nor the
hi stologic findings predict with certainty the
l'i kel i hood of progression. So, again, the issue
of clinically inportant raises its head.

Once we detect that cancer, can we
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i nprove the outcome? The bottomline is we don't
have direct evidence that treatnment inproves
out cone. And one of the studies that has just
been reviewed in this AHCPR docunent suggests
that even at the age of 65 that operating even
that early in life that there is no difference in

norbidity and nortality in people operated on

versus those not operated on. There are a few
wel | -performed control tiles. Lead tinme and
|l ength bias are ranpant in this particular
cancer. And basically we are down to this |evel
of degree. Now we will have studies in about
another 8 to 10 years that wll definitively

answer this question.

It is not by chance that Dr. Jack
Wennberg and others at Dartnouth have selected
this condition to talk about inforned decision
maki ng at the bedside as it relates to physicians
and patients. Redef i ni ng t he whol e
physi ci an/ pati ent paradi gm around this particul ar
condition because of the downstream effects of
not only the screening but also of the adverse
effects of treatnent.

Early stage cancers bottom |ine nay

have very good outcones w thout treatnment at all.
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The downstream effects for that two thirds false
positive that we are now identifying with this
test saying that you nmmy have cancer or indeed
you do have cancer are the follow ng. At the
very least, we have got to repeat the PSA e
are talking about ultrasound tests that we
menti oned before, which is again sonmething you
could add to try +to increase the positive
predi ctive val ue. The needl e biopsy, which is
very, very -- it is not very sensitive because of
course you are basically biopsying anything from
a wal nut to an enlarged golf ball and hoping that
you hit one of the mcrofoci, and even then if
you find one, you may be better off if you m ssed
It in the first place. But at any rate -- but
certainly the psychological concern of having
this test positive and what we do about it.

Si de effects are i npot ence,
i nconti nence, and rarely death with a nortality
reported as 0.2 to 2 percent. It can be lower in
specialized centers and certainly lower in nen
| ess than the age of 65 who do not have co-norbid
condi tions.

The bottomline is, and the task force

grappled with this, is the screening. In toto,
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when you |l ook at it across the board, does it do
nore harm than good. There is a lot of
scientific wuncertainty about benefit or harm
But certainly we do know that with the preval ence
of this <condition, the wdespread prevalence
anmong nen generally, that annually if we were to
screen nationally nmen greater than the age of 50,
it would be 12 to 28 billion annually associ ated
not only with the screening PSA but wth the
necessary and obl i gatory 20 per cent of
i ndi vidual s who then go on to get needl e biopsies
who then go on to get ultrasounds and who then
my go on to TURPS or radical prostatectom es
and/ or radiation therapy.

The other thing I would add to you --
this is nmre Mke Parkinson than the U'S
Preventive Services task force -- but there is
certainly a clinical opportunity cost. If | am
spending a lot of time chasing down a screening
test and even counseling patients for tests that
may not have been wi sely offered in the sense of
like -- you know, in terns of other things |
could be doing to address those 10 |leading rea
causes of death. | mean, if | can doubl e snoking

cessation rates, a background rate of 5 percent
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to 10 percent, with a b5-mnute structured
I ntervention for the |eading cause of death and I
am spendi ng hours chasing down a PSA |evel, there
Is a true prevention opportunity cost on not only
the individual but the popul ation. And once you
codify something as a mnimal benefit, it becones
a contract between the provider and the patient.
And to that degree, it becomes a nuch bigger
i ssue than whether or not the person's PSA val ue
Is greater or |less than 4.

Wth that in m nd, about a year ago we
in the Air Force basically said we have got an
epidemc going on of PSA testing. One of the
things that we are trying to do is basically get
our preventive nedicine folks to think about
doi ng outbreaks in health care the way they woul d
do an outbreak in neasles, and to |ook at the
factors that predict how we can control these
t hi ngs. And what we basically found, |ooking at
our epidem ol ogy | aboratory, which is not a well-
designed control trial by any nmeans -- but what
we basically said is that we have a centra
| aboratory at Brooks Air Force Base in San
Ant oni o, and we do basically overnight Fed

Express |aboratory testing for a variety of
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conditions for all our MIF' s in CONUS. And what

we did was from 1991 to 1993, we just said well
what has been the increase? And basically we saw
about a 360 percent increase in a two-year period
of tine. That is against a background of an 80
percent increase in the nunber of tests that the
Epi lab did for other conditions. So a four-fold
i ncrease greater than background as it relates to
PSA.

And interestingly, when we started to
| ook at who these were being ordered on, 5,000
were on nmen over the age of 75, who under
anybody's idea of care probably would not be a
candidate for radical prostatectonmy given that
many gqgui delines are now suggesting if you have
| ess than 10 years average survival that because
of the natural history of this disease that the
norbidity and nortality associated wth the
radi ati on therapy and the radical prostatectony
are greater than the Ilikelihood of dying from
some other effect. 6,000 were perfornmed on nen
under the age of 50, 800 under 40, and 129 under
30. So we are getting PSA creep into ages and
popul ati ons here -- and again this is just a

snapshot of what is happening in our Air Force
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health care system

Now, of course, with all those tests,
as | just showed you, with a positive predictive
val ue of sonewhere around 20 to 30 percent if it
I's not conmbined with a DRE to get it up around 48
percent, what are the downstream costs associ at ed
with those tests that are all falling into these
ar eas. We have no way of neasuring that or
linking that right now, but certainly there is
evidence to suggest that anywhere from 20 to 40
percent in the civilian sector may go on to get
needl e biopsies, ultrasounds, and the concern
that goes along with it.

I nterestingly, t he radi ca
prostatectony rates during this time tripled.
Now nationally, from 1984 wuntil about 1994, as
this test came on line, there has been a four-
fold increase in radical prostatectomes in nen
over the age of 75. Again, this is an area that
even the wurologists would suggest that this is
not a high -- you know, many would say this is
not a high vyield area to be doing radica
prostatectomes on nmen who are 75 or 80 years
old, but yet there has been a four-fold increase

in the rate of that as this test came on |ine.
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Good for wus, basically, was sone --
because basically we work very closely with our
folks in the Urology Departnment at WIlford Hall -
- is that our rate of nen above the age of 75 is
very stable at 1.5 percent. So this has been an
area that we have been |ooking at very
specifically as a systemtrying to make sure that
our front-end screening does not drive practice
patterns downstream But there is nuch nore we
need to do on it.

The question is nationally certainly
nore testing has led to nore surgery. Has it
I mproved outconmes? And that is the big question.

What in the civilian sector is going on wth
respect to this test. Many of you may have heard
of Group Health Puget Sound and Dr. Ed Wagner and
ot hers, which really is one of the nore
pr ogressi ve, f orwar d-t hi nki ng, and I woul d
conpassionate HMOs in ternms of dealing wth
pati ent concerns and also scientific issues. And

what they did, just as we did, is they docunented

over-utilization of the PSA test as this came on
line by clinicians, largely in response to
pati ent demand. I  mean physicians generally

don't go out and say | want to do this test
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unl ess they are asked for it.

They pulled together a panel of their
own people in-house and basically said the
downstream health and cost effects were just not
war r ant ed, and they established a «clinical
practice guideline that requires the patient to
read and sign an informed consent piece of paper
before this test is admnistered advising him
that if you get this test and if you are in this
age range, it is likely that you are going to
have a false positive result. Can you live with
that result realizing that you nmay want to pursue
it with this test which has this conplication,
this test which has that cost, and this test, et
cetera. Basically they are nonitoring use and
requiring informed consent.

VWhat the task force has concluded is
that if you offer this test, it should only be in
men over the age of 50 with inforned consent and
in association with a DRE to increase the
positive predictive value. But overall, the
recomrendation is a D.

The other final piece of information
is that certainly this issue has been cooking

within health affairs and within the services for
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a nunmber of years as we have put together our HMO
package, if you will, Tricare Prime. And w thout
going into all the specifics, this currently is
t he package that we have for adult nales. Bl ood
pressure, height, weight, cholesterol measuring,
prostate, with a prostate basically specifying a
DRE in nmen over the age of 40, for colon cancer
we are very progressive here with a DRE greater
than 40, the task force says 50, with a fecal
occult blood and signoidoscopy greater than 50,
and we include periodic signoidoscopy once every
3 to 5 years -- a flexible sig rather -- 1'm
sorry, a flexible sig or signoidoscopy. A vision
and hearing for high risk, not routinely, and
counseling and adult inmmunization simlar to
along the lines that Dr. Fletcher covered in
t hose broad areas of consensus.

The conclusions page is essentially
bl ank for a reason. And | think that what we
tal ked about when Dr. Fletcher and | tal ked about
this was that there are really two groups of
concerns. One is what we offer as a mninal
benefit for adult nmales. My personal view is
that we are about 85 or 90 percent on target and

| don't see any nmmjor changes with some squashing
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around of sone age groups. | think that the
science of PSA testing specifically and the whol e
evidence related to its efficacy, there is better
evidence against including it than including it
in a routine periodic exam nation.

The second issue is what we do vis a
vis speci al occupat i onal groups and mlitary
menmber s. Tricare Prinme is a package, of course,
we offer for those who enroll in our plan, which
Is essentially all active duty mlitary nmenbers,
but there are additional physical exam nation
requi rements that we basically have for people on
flying status or the Navy would have for people
assigned to ships or things like that which are
really not addressed, | don't believe, in Dr.
Joseph' s questi on.

But beyond those broad consi derations,
we thought that we would then turn it back to Dr
Fl etcher for further discussion and coment.

DR. FLETCHER: Thank you, M ke. Any

coments or questions? | guess Dr. Kuller can --

DR. KULLER: | would like to tell you
a little story about this and how things advance.

In 1960, | was the medical officer at Marine
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Corps Schools in Quantico, Virginia, and | was

responsi ble for exam ning and evaluating marine

of ficers. | becanme rather bored wth this
activity rather quickly, so | decided that we
m ght as well do sonething else. So we
i nt roduced rigid si gnoi doscopy,

el ectrocardi ogram chol esterol testing, a digita
rectal exam nation, and eye and hearing exans
even though they were not essentially part of the
testing, and a nodified exercise test so that we
woul d have sonething to do which would be nore
I nt eresting. That was in 1960. So it is rather
interesting to see the evolution of this field is
rather slow and rather intriguing. It is 36
years now, | guess, and we are still |ooking for
evi dence-based nedicine in sone of these areas.

DR. FLETCHER: Looking for the true
answer . Thank vyou. Any coments or questions?
Yes, sir?

DR. LUEPKER: Possibly the only
finding that surprised nme in those that you gave,
M ke, was the low |evel of approval given to
gl aucoma testing. | would think that that would
be such a sinple test with good outcones that

that m ght have a higher |evel of approval. I
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think it was given a D, wasn't it?

COMVANDER PARKI NSON: It was given a

DR. LUEPKER: C.

COMVANDER  PARKI NSON: And that is
except for high risk groups, which are basically
sonme ethnic groups. The evidence that routine --
again, the issue here is routine screening of all
people in terms of what is the Ilikelihood that
doing that you will be able to detect it early
enough to prevent blindness and is there evidence
there to well -- you notice that was given a 1
out of 2 for well-done, at least in the eyes of
the task force, well-done and random zed control
trials that basically show no evi dence.

DR. LUEPKER: | am surpri sed.

DR. FLETCHER: | thought he was going
to tell us if he found any pathology in tw years
of doing it.

DR. KULLER: The problemis we didn't
perforate anybody's rectum or colon. That was
significant.

DR. LUEPKER: So the norbidity was
| ow. | actually had a question. One of the

things you said was that expert panels were kind
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of at the bottom of the list for inportance. And

havi ng served on a nunber of those expert panels,

and | am sure others in the room have, | do have
a question about that. | think many expert
panels, i.e., consensus conference of the NI H,

spend their time reviewing the scientific
evi dence. This is not a group of specialists
just spouting what they think about an issue.
And you have, | would suggest, tended to ignore
sone of those and perhaps weight them I ower. And
the one | think about as a specific exanple
because | served on it, was the consensus
conference on HDL and triglycerides. And | guess
| would argue HDL is not an unreasonable thing to
I ncl ude. And | would take the line of reasoning
here that although we don't have a prospective
clinical trial and while we may, because there is
sonme going on, | wuld still suggest that the
overwhel m ng wei ght of evidence is there.

And |let nme extrapolate a bit further.
| think that for many things, if we were waiting
for a prospective clinical trial on cigarette
snmoki ng, we don't have one. And | wonder by your
criteria if we wouldn't say, well, we have to

wait before we can give any advice on this. e
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never will have one, but the weight of evidence
suggests we do that. So | guess | have a concern
about a specific item HDL, and | wonder if sone

of the areas aren't being perhaps elimnated for

|l ess than what m ght be agreed evidence in the

conmuni ty.

DR. FLETCHER: Well, | appreciate your
conment . | personally have an interest in HDL,
but we were looking at all the evidence and

trying to put this together, and the way nost of
t hese people, agencies and everything, not just
| ooki ng at specialty agents only but very
globally. So, | really believe
-- the snoking, again, a typical exanple. There
Is no proof if you have a random zed trial, but
who is going to do that in today's health care.
COVWVANDER PARKI NSON: | m ght say that
the task force nethodology is good for many
things and as you point out it is not good for
ever yt hi ng. There are many areas that what they
have done here is basically defined as mnuch of
the continuing research agenda in key areas that
Dr. Kuller nmentioned. And at the very best, this
met hodol ogy should apply only to the mninml

reconmendati ons. And in those areas where the
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science is evolving and we are not just going to
have that nmuch time, that is definitely an area
where those other groups need to do it. I,
nmyself, as | look at ny personal -- not that it
is just nmy personal view of the chol esterol HDL -
- | see a lot of evidence out there that is
novi ng nore towards saying -- | nmean NCEP and Dr

Kuller -- a <cholesterol wthout an HDL is
probably not really what you want to have. I
know in the Air Force, for exanple, we routinely
nmeasure HDLs as part of our coronary artery risk
eval uati on program So we have al ready done that

even if it doesn't appear in a Tricare Prine

benefit. | agree with you.
DR. FLETCHER: The Nat i onal
Chol esterol Education Program still designates,

unl ess they have recently changed, HDL as a
| owest risk factor. If it is high or above 35,
there is a non-risk factor, as | understand. I t
Is not as LDL being high, which is a risk factor.
But HDL a non-risk factor if it is greater than
35. Dr. Gwaltney?
DR. GWALTNEY: We are tal king about an
art, which is the art of the practice of health,

of health pronotion as opposed to the art of the
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practice of therapeutic nedicine. And from a
hi st ori cal perspective, which was brought up
earlier and they nentioned WIlliam Wlch, he
recruited Wayne Hanptom Frost as his first
pr of essor of epi dem ol ogy at Johns  Hopkins
School . And he has a wonderful article about
when you incorporate itenms into the practice of
health pronotion and points out from a practical
sense point of view that you do it when there is
a consensus. And that is the best we can do
And | thought that was a very fine review of PSA
testing and a general overview of the entire
field at this tine.

It will change as data cones in and we

change our practice and our art changes. That is

the way it should be. There are two other
t hi ngs, t hough, t hat I think are extrenely
| nportant that weren't -- that | have questions

about. Nunmber one, who is going to do this? Who
actually is doing this in the service or who
should do it in the service? And where is it
going to be done or where is it being done?

We have a program at the University of
Virginia now in its sixth year that offers health

-- the practice of health pronotion to our 12,000
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faculty and staff, and that incorporates two what

| think are very inportant parts of this program

Nurmber one, it is not done by physicians, and
neither of these originally was our program |t
is not done by physicians. That is not, | think,
an efficient way to use a physicians tine. Now,

of course if you've got to listen to a diastolic
heart nmurmur, |1 don't know if you are going to
train these health risk technicians or assessnent
technicians to do that, and this again is part of
the art. But it is not done by physicians, and
It is done at the work site. So the assessors go
out to the buildings and grounds departnent, the
hi story departnment, and the |aw school and that
ki nd of thing.

So what is being done in the mlitary
in this regard? Is this being done all by
physicians and are the people comng in to
central facilities or is it being done out in the
field or at the work sites?

DR. FLETCHER: Comments or answers on
that fromthe Arny or Navy?

CAPTAI N TRUMP: Dave Trunp for the
Navy. | think the basic question we are | ooking

at is as a big organization with over 600, 000, at
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least mlitary active duty, is sone help about

what we should have in our routine physicals.

And | think all the services have a requirenment
for routine physicals at sonme periodicity. For
us, it is at a mnimm of every five years. And

ri ght now, nost of those are being done by having
the person <come in to a nedical t reat nent
facility, being seen by in npst cases now
physi ci ans assi stants, but frequently by a
physician or possibly by a nurse practitioner.
And what are the things that should be done on a
periodicity of every five years with a several
100, 000 plus popul ation that are being served.

I think we have mnade progress. e
have, at I|east on the Navy/Marine Corps' side,
adopted sonme of the screening guidelines fromthe
first task force into our program so it is nore
structured along that |ine. But | still have
concerns that it becomes an admi nistrative
procedure that we need to get shifted so that it
really becones nore of an opportunity for health
pronmotion and for counsel i ng. Maybe the
listening to the heart and those things don't
need to be just a routine docunentation. I think

we waste a lot of tine doing that and not
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providing the nore significant tinme, one-on-one
frequently with the physician, because | think
there is some power in doing that in providing
counseling to an individual

DR. GWALTNEY: Certainly, you ve got
special needs with pilots and there are other
things where full physicals woul d be the
appropriate thing to do. In terms of the |arge
numbers of people that you are dealing with, it
seens |ike that would be reasonable to think of
ot her ways. The whole key thing is just to bring
the person in contact wth the health care
system That is what we are trying to do. And
to find out the best way to do that for the best
groups of people with the best periodicity. I
think that is where the greatest opportunities
are to inprove what we are doing and to really
reach everybody.

We should do this for everybody in the
country. Really. We know these things work. We
know that from studies done in the |last 30 years.

W can list the things that you had up there
that work, and yet there are huge nunbers of
people in the country that this isn't done. And

we should do it routinely for everybody.
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DR. FLETCHER: The military can be an

excellent nmodel. Dr. Kuller?

DR. GWALTNEY: The mlitary is a great
way to start.

DR. FLETCHER: Yes, sir.

DR. KULLER: | think you have two
different issues here it seens to ne. | think
that for mlitary personnel who are fairly young,
your primary concern has to be looking for
famlial disease. That is, | think you really
need to take a |ook, for exanple, at how nany
colon cancers you are getting in the mlitary and
mlitary personnel who are under 50 or 55. My
suspicion is that the vast majority of those are
famlial related and every one of them basically
is an error in the health care system Because
in essence you can find to treat that particular
probl em VWhen there are a couple hundred col on
cancers and mybe 100 deaths each year in
Pennsylvania that | just |ooked at from colon
cancer under the age of 50, alnpst all of those |
think are going to turn out to have sone genetic
di sorder that we can identify right now and in
essence are preventable both by col onoscopy and

also by a variety of procedures to essentially
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elimnate that nmortality.

In prostate, | think the issue is
rat her interesting. If you look at prostate, it
iIs not a hell of a lot different than breast in
many ways. About 30 percent of wonen probably
have occult breast cancer which we find by
manmogr aphy, and an awf ul | ot of t he
mamogr aphi cs, especially in ol der wonen over 60
or 70, turn out to have breast cancer which isn't
going to do very nuch. Yet, we do mammography
because we have evidence of a 20 percent
reduction in nortality. In prostate, we nmay not
have that right now, but we also don't have
evidence that it is not effective. So we are in
a situation right now where we really don't know
t he answer.

I would question the statenment that
you wouldn't want to do radical prostatectony on
a 70-year-old man. | think that the world is
changing fairly rapidly, and there would be a | ot
of 70-year-old nmen out there who are playing golf
every day and living it up and enjoying life
after retiring at age 68 who would not be very
happy about sonebody saying they are finished at

age 70 or 75. | think they would say they have
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got a lot of years ahead and they would prefer
not to die from nmetastatic prostate cancer if
that really is true. So | think you have to | ook
at it in the context of the fact that we have an
aging and very healthy aging popul ation, which is
costing a lot of nobney to take care of but stil
happens to be a fairly healthy population of
ol der peopl e.

| think one thing you need to do in
the mlitary it seems to nme, or in terms of
preventive nmedicine, is to begin to focus a
little bit nore on high risk and sinple ways of
collecting that kind of data in the sense that
PSA testing on a single shot my not be very

good, but a rising PSA level in an individual may

be a cause of considerable concern. I n younger
people, it is a cause of great concern. And in
sone popul ations, obviously, it is a cause of

even greater concern. So | think you may want to
| ook at famlial associations.

W have also talked about this in
terms of coronary disease. The problem wth
coronary disease in the mlitary and young people
is that 60 or 70 percent of the deaths are going

to be out of the hospital. People are going to



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

83

drop dead and it is very hard to provide good

clinical care at that nonent. So that in essence
you want to find those people. Sone of that is
genetic and famlial. I am not sure we are

| ooking for that. And that, again, is a tragedy
when a 50-year-old person dies or even has a
myocardial infarction and |oses part of their
|l eft ventricular function and then has disability
after that when it potentially could have been
preventable. That is an inportant issue. On the
ot her hand, for many people how have no famly
hi story or who have no risk factors, doing those
measurenments may be of |imted val ue.

So I think 1 would suggest that one
thing to do mght be to go back and look in the
mlitary at actual events that have occurred and
try to piece together how those occurred. How
much of the -- how many colon cancers do you
actually have in the active mlitary each year?
How many prostate cancers do you actually have?
VWhere do they conme fron? \What are sonme of the
characteristics of those individuals? Could they
have been identified? Could you then use that
type of information to inprove your preventive

screening, rather than making this a general
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benefit. But rather, preventive screening to
identify the highest risk individuals in the
mlitary who m ght benefit from potentially nore
active identification or better education.

DR. FLETCHER: Dr. Cunnion?

CAPTAI' N CUNNI ON: Steve Cunnion, U S
Navy. I have two -- one statenent and one
gquesti on. One of the problenms with screening is
we get dressed and epideni ol ogy becones academ c
in the sense that what we want to do is not what
peopl e do. And when we get into screening and
cost effectiveness, we have a problem with |ow
risk people flooding the system and the high
ri sk people can't get into the system because the
| ow-ri sk people are flooding it. And that has
sonething to do with personalities of high risk
people, if you are doing the socioeconon c |evels
and stuff. People don't want to wait around.
People are not truly notivated. They don't want
to wait around for two days or three days or 100
phone calls to make appointnents to do a
screeni ng exam Whereas the people who are |ow
risk and who are very conscious of their health
wi Il make those 20 phone calls to finally get an

appoi nt nent . So we have a problem with dilution
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of all screening programs because of this. And
that is sonething that is not really addressed in
a | ot of these academ c di scussions of screening.
The question is because the nunber one
cancer in the mlitary is testicular, is there
any -- has anyone addressed this and is it cost
effective to do self examnation for testicular

cancer in the mlitary?

COMVANDER  PARKI NSON: Tricare Prime
does i ncl ude gener al exam and it IS a
recommendation for nmen 18 to 39 -- | think the
task force, | am not sure what it is , but it

does get a high recomendation just for that
reason. I don't have any particular -- now are
you asking if it is being done in the mlitary?

CAPTAI N CUNNI ON: It is not being
pronmoted very strongly in the mlitary.

COVVANDER PARKI NSON: Ri ght . Let ne
just say that one of the things that we are
dealing with -- getting back to Dr. Gwaltney's
question a little earlier. You know, Paul Frane,
who was a nmenber of both task forces and really
Is a national |eader in the whole are of trying
to say how can we put bonbs on target, using Air

Force terns, or really getting people to do these



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

86

t ests. And he has argued that we have got to
change the nedical physical paradigm about a | ot
of this stuff. And he gets in a |ot of hot water
with his physician colleagues when he suggests
the work site and schools are probably better
able, particularly to deliver what really works,
and that is behavior change. It is not sticking
something on the body or sticking something into
the body or doing sonething with a high tech
pi ece of equipnment. So that is absolutely right.

| can tell you in the Air Force, we
are going through a very healthy but painful
reeval uation of what we call our primary care
pl at form Who is in it? \What services do you
offer? How do people access it? Do we need, for
exanpl e, a physical exam section anynore in the
hi storical sense of line them up and do all this
stuff to them and they go through and get the
hernia check? | know we have all been veterans
of this thing. I's that an anachronisn? When you
tal k about a conprehensive primary care platform
that accesses a health and wellness center that
has nutritional counseling, that has fitness
exerci se physiologists, et cetera. Yet, the

system as a whole is going to be held accountabl e
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because that is basically what is happening in
the real world. | mean you neasure as a federal
enpl oyee what plan you go into, and one of the
measures given to you is how well they perform on
heal th enpl oyer plan data information set. HEDI S
i ndicators of which 4 of 7 are those very
services that we talked about -- inmunization

rates, pap snears, cholesterols, and mammograns.

So this whole area -- the charge for
us working in this systemis how do we make sure
the system perforns to deliver these essential
services using |less manpower that we are going to
have than we had five years ago, but we've got to
make the system work for wus. And that is the
very issue we are working wth.

DR. FLETCHER: Anot her questi on. Dr

Luepker ?

DR. LUEPKER: Yes. Several people
have touched on what | think is a critical issue,
which is unique issues to this population. And

the things you have tal ked about are things that
are issues in the general popul ation for
sScreeni ng, but have you |ooked at al | or

considered the data that you have on your
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popul ati on. We tal ked about testicular cancer a
nmoment ago. Things that would be particularly
both inmportant and high yield in a population
that is predomnantly male and predomnantly in
the |ess-than-Medicare age group. I mean are
t here unique things to help make this popul ation.
COMMANDER PARKI NSON: If | basically -

- you've heard the presentation by Bruce Jones,

and you will hear the final one. We've got a
young male popul ation. It is injury, it is
al cohol . We have both self-reported data,
consumption data, and everything to show If 1

had bombs on target to inprove the health of the
force and decrease nortality, it would be better
detection or use of standardi zed screening
instrunments to followup for al cohol -rel at ed
condi tions. In the area of cancers, we do have
five years of information in the Air Force now
about illness causes of death by cancer rates.

And basically we are looking at that in terns of

norbidity, nortality, and disability.

I will tell you sonething about the PM
update a little bit. I won't give you the
nunbers for what we are doing. And that is

exactly right. But when we |ook at what people
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are dying of in active duty, it is motor vehicle
accidents, it is basically suicide/homcide. | t
is all of those things of which there is a 30 to
60 percent alcohol-attributable fraction related
to that. So we get into those issues.

DR. ASCHER: An interesting foll ow up
to the Gulf WAr hearings | went to. 1l ness was
exactly that, M ke. Where vyou | ooked at the
overall nortality of people who were deployed to
the Gulf, and it is actually very |low conpared to
a simlar cohort for obvious reasons, but it is
much | ower in areas of heart di sease and
i nfectious disease and all of the things that we
think about, but it was offset by a very strong
I ncrease in al cohol -rel ated not or vehicle
accidents, as you said. So one of the preventive
neasures if | have people comng back from
depl oyment is | mght give thema little driver's
t rai ni ng. Because there were |ike 200 excess
deaths, and that is a hell of a lot of people in
terms of what we are concerned about of this
overal |l problem

DR. FLETCHER: Dr. Joseph?

DR. J OSEPH: Wel |, I t hi nk

unfortunately t he di scussi on about t he
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denom nator is just wong. Of our 8 and a third
mllion patients, less than 20 percent are active
duty, and an increasing percentage of those
active duty are female, and our fastest grow ng
population is in the retiree comunity. And
anmong those, the fastest growi ng population is
the over-65's. So | think we are not talking
here about what to do with healthy young nale
recruits who have over-use syndrones. W are

really talking about a nuch broader preventive

gquesti on.

And | think at the risk of making the
review nmore difficult, | think there are really
three things you need to do. | think this is
useful and inportant. Your presentation was

terrific, M ke. But | think this is only really
t he surface. I think you really do need to take
your recommendati ons and di saggregate them by age
because of t he denogr aphi cs t hat I j ust
descri bed. And there nmay be other ways to
di saggregate your subpopul ations that you need to
do.

Second, | think you do need -- going
back to Dr. Gwaltney's comments -- | think you do

need to give us some help on the issues of
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setting and periodicity. | nmean we are building
a managed care system and | think it is a very
real question whether we want to segregate off
preventive and screening nmeasures into a non-
physician work site or whatever context or
whet her we wi sh to use the consultative primary
care enphasis of the system as a basis for both
screeni ng and/ or counseling.

And then thirdly, | would like to see
you give us sone reconmmendat i ons around
counsel i ng and br oader envi ronnent al
I nterventions related to prevention, in this case
for men but you could even broaden that to the
entire popul ation. For exanple, it may well be
that the counseling intervention around snoking
and tobacco use is not the key intervention that
we should be pursuing in the mlitary currently.

That is hazardous ground for nme to tread on, but
if you are not going to tread on it, how can |
tread on it.

So | think you really do need to take
this good start, which is a kind of clinically
exam nation focused approach to screening and
broaden it out into at | east those other

di mrensions and give us back a much nore rounded
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pi cture of advice. This, for exanple, mght be
one of those areas that the board wants to take,
| i ke the occupational issue, and weave it into a
| onger term approach by which you then could go
back and do sonme real epidemology in our system
and take that back and nodify it, et cetera. I
don't think this is kind of a sinple, one shot,
yes we should screen for this but no we should
not screen for the other.

DR. FLETCHER: | appreciate that. I
think we really purposefully sort of left out the
age levels or frequency, and this really has to
be tailored to al | t hose at t he next
consi derati on. Qur tine is essentially up, isn't

it, Dr. Kuller?

DR. KULLER: | think it is about tinme
for the break. | think it is 9:50? Is it really
t hat ?

(Wher eupon, at 9:52 a.m off the
record until 10:21 a.m)

DR. KULLER: Can we sit down, please,
and get started?

COLONEL  FOGELMAN: Can we have
everybody's attention? Please take your seats.

DR. KULLER: Lt. Col onel Defraites is
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going to continue on the Bosnia update.

COVWANDER DEFRAI TES: Thanks, Dr .
Kul | er. My purpose this norning is to update the
Board on sone of the policies and plans for
preventive nedicine coverage for the troops in
Bosnia as well as sone of the policies that are
in place for some surveillance activities,
i ncl udi ng post-depl oynent surveillance. And then
Il will give a little update on what some of the
nor e I nteresting aspects of sonme of t he
preventive nedicine problens that have occurred
so far in the deploynent.

I n terns of t he pr e- depl oynent
preparation -- and sone of the policies that |
wll be talking about this norning are included
in a nunber of messages that have been
prormul gated by the Commander-in-Chief of the

Eur opean Command, this is four-star Cenera

Joul won, who has overall responsibility for the
t heater. So his surgeon's office has pronul gated
certain policies. Also, Dr. Joseph's office in

t he Departnment of Defense as well as the Services
have col | abor at ed on sone of t he ot her
surveill ance policies.

Just last Friday, the European Conmand
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put  out a mnessage directing post-deploynent
surveillance activities, and I wll describe sone

of those too.

I n terns of t he pre-depl oynment
preparation, | have divided them up into these
five subj ect ar eas of t hr eat assessnent,

preparation of a registry of personnel depl oying,
sone screening activities, sone health education
and training, and inmunizations.

In terms of the elenments of the
medi cal t hr eat, and these are prioritized
generally by the preventive nedicine community,
from top to bottom First of all, going into
this theater, | think trauma was the nunber one
concern, both the extensive use of land mnes in
the area as well as the typical notor vehicle
type collisions or notor vehicle accidents from
the poor road conditions as well as maybe the
operational tenpo in setting up the canps.

Secondly was climte, especially at
the tinme of year that the deploynent started in
m d- Decenber. The cold injuries were very much a
concern in ternms of a preventive nedicine threat.

We are also concerned about the possibility of

heat injuries in the sumer as well as sone
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consequences of heating tents and buildings in
the wintertine.

In terms of infectious diseases, there
was, as previously alluded, sonme concern about
the arthropod-borne diseases, especially tick-
borne encephalitis. But also because of the
I mpaired infrastructure in the Bosni a-Herzegovi na
area, enteric infections are always a mlitary
threat, especially in this theater. Then we were
concerned about sonme person-to-person spread

di seases such as t uber cul osi s and ot her

respiratory di seases I ncl udi ng a wdespread
i nfl uenza epidem c ongoing in the Bal kans. And
finally, t he rodent - associ at ed di seases,

especially the hantaviruses.

Finally, because this is a relatively
i ndustrialized area, we are concerned about sone
of the environnmental threats such as pollution of
soil, water, and air.

In terns of the registry, again
mandated by the surveillance plan, a deploynent
roster of all mlitary personnel deploying to the
theater is being created by the Defense Manpower
Data Center through the J-1. The J-1 is the

proponent for personnel issues at the Joint
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Staff. Thi s dat a base wi || i ncl ude t he
i ndividual identifiers, the wunit codes of the

unit that the person deploys with, as well as the

dates of deploynent and return. And al so
mai nt enance of a serum archive. The Arny/ Navy
serum repository where up to 17 mllion specinmens

li nked by a personal identifier and the date of
draw are available as a pre-deploynment baseline
serumif needed for |ater epidem ol ogic studies.

In terms of screening activities for
the troops before deploynent, all troops were
required to have a DNA specinmen on file. Thi s
DNA is in a registry at the Armed Forces
Institute of Pathology, and its purpose is for
forensic identification of remains only. For the
sanme purposes, a dental panographic x-ray is
required to be on file. Troops were required to
have a negative PPD skin test for tuberculosis
within the 12 nonths before deploynent. A
negative HIV test within 24 nonths before
depl oynment . And for wonmen, a negative pregnancy
test before immunizations. This was a U S.
Ar my/ Eur ope requi rement, USAREUR requirenent,
t hat was added to the EUCOM requirenents.

In ternms of health education and
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training, for troop health education, there were
i nformation booklets for soldiers, |eaders, and
medi cal planners that were produced by the Arny's
Center for Health Promotion and Preventive
Medicine, that is the CHPPM and also the Medica
Research Material Conmand collaborated on these
bookl et s.

In terms of training, especially over
in Europe, since the bulk of the troops depl oying
initially were 1st Armored Division troops from
Ger many, field sanitation team certification
through the U. S. Arny/Europe was stepped up in
advance of the deploynent. And EUCOM the
European Command dictated that there would be a
preventive nmedicine briefing given to all troops.

I am not going to bother with the details, but

this preventive nmedicine briefing was to cover

the following topics: endem ¢ i nfectious
di seases, food and water precautions, field
sanitation, et cetera. Some of the same issues

identified in the nedical threat.

Finally, in ternms of inmunizations,
not a long list here. Troops were required to be
up to date on the routine adult vaccines such as

tetanus and polio, typhoid, and the current
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year's influenza vaccine. This is nornmally
required for troops anyway. They also were to

receive a Hepatitis A vaccine or a gamm gl obulin

Hepatitis A vaccine was preferred. And al so at
the tinme and still was the consideration of tick-
borne encephalitis vaccine. We have already

heard about that issue this norning.

In ternms of the other preparations for
troops, and this addresses sonme of the other
concerns and risks, cold weather protective
clothing was issued to all troops, and arthropod
repellents were enphasized in the nmessages and
since then use of permethrin inpregnation of the
uniform the use of a DEET skin lotion as a
repellant, and also troops received a typical
type of nedical preparations, two pairs of
eyegl asses if you need them Peopl e who don't
wear eyeglasses don't need to bring two pairs.
That is not as plain as it my seem Your

hearing protection and if you need hearing aids

and batteries. Now to switch to exactly
the theater itself. This is a slide that is a
little busy. The details are not inportant. But

this shows you the area that is occupied by the

t roops. This is the southeastern portion of
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Hungary, the sort of eastern arm of Croatia, and
the U. S. sector of Bosnia-Herzegovina. The
| andmar ks are Sarajevo down here, Tuzla in the
center of the U S. Sector, the Sava River, the

famous bridging operation over the Sava River,

which | will get to in a few mnutes, and then
the staging area. The 1 ogistics base at Taszar
and Kaposvar in southern Hungary. This is where

a lot of the logistics conponents are, and there
is a l|large nedical conponent. Al of these
little boxes with the cross in it indicates a
medi cal unit. And in Hungary is the conbat
support hospital and the associated units there
at the staging area. There is also a Level 3
facility, the 212th MASH in Tuzla, and a nunber
of other wunits there. I mght come back to this
slide in a few m nutes.

In terms of what preventive nedicine
activities and preventive nmedicine units are
there presently -- in terns of the tactical
preventive medicine direct support, there are two
Army units that are there in strength, and that
Is the 71st and the 133rd Med detachnents. Those
are both preventive nedicine units. They are

split up between the staging area in Hungary and
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the Tuzla area. They provide -- and also the 1st
Armored Division has its own preventive nedicine
officer and preventive nedicine technicians.
They provide water and sanitation, pest and
vector control support. In ternms of water
surveillance, they check chlorine levels and do
some limted water testing and also provide sone
of the inspection of the food service facilities,
and finally sonme of the nedical activities.

Now in addition to those usual units
that are in place, and that 1is typical by
doctri ne, t he 520t h Theat er Ar ny Medi cal
Laboratory -- this is a newly activated Arny unit

that was just activated in Septenber, and there

are 10 personnel from the TAM., | wll call it
from now on, that are in Tuzla. They are co-
| ocated with the 212th MASH. There is an

epi dem ol ogi st and infectious disease physician,
a mcrobiology |ab, and an environnmental sanpling
capability. There is also, in addition to the
520th TAM,, is a special air sanpling/air
pollution sampling team that had gone into sone
of the areas of Bosnia as well as sonme enhanced
wat er eval uati on. As | nentioned, the tactical

preventive medicine units just provide for the
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nost part chlorine residuals and total bacterial
counts. For this operation, that has been
enhanced by shipping water specinmens back to a
| aboratory in Germany for testing of volatile
organi c chem cals and also the heavy netals. So
that is being done as well.

In terms of nedical surveillance for
di sease and non-battle injuries, what are being
collected are weekly outpatient illness and
I njury rates, adm ssi on rates, reportabl e
di seases, and then focused investigations for
speci al problens. And these are mainly going to
be based out of that theater Arny nedical
| abor atory. That is sort of the fire power for
doing a lot of this work, or at least for
overseeing the effort.

In terms of sone of the data that is

avail able so far -- at least just sonme of it that
| wanted to review Hospitalization rates for
Operation Joint Endeavor, and the week of

depl oynment here this is essentially the nunber of
hospitalizations over the nunber of troops
depl oyed in theater. And the week of depl oynent
would be from the end of Decenber. So we have

weeks 1 through 9. This is a rate per 10,000
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sol diers per week. You can see there is a blip
here in week 3, and | wll get to that in a
m nute of what that is.

Here is the breakdown by just genera
category of what type of adm ssion it was. These
are based on adm ssion diagnosis only. So you
can see that the bulk of adm ssions have been for
sort of all other diseases other than the non-
specific, non-infectious disease, non-psychiatric
type of adm ssion.

UNI DENTI FI ED  AUDI ENCE: Could you

rai se that up, please?

COVWANDER DEFRAI TES: Ch, sorry.
Let's see. Everybody has seen the top, so how
about that. ' m sorry. I will start again. The
| argest category is the all other nmedical, it is

20 per 10,000 per week.

DR. KULLER: What is that really?

COMVANDER DEFRAI TES: That is a m xed
bag. Usually it represents observation for belly
pain for possible appendicitis that is ruled out,
headache overnight release, and that type of
t hi ng. It is a mxed bag. It is things that
aren't -- mybe -- Colonel Brundage is raising

hi s hand. He can --



10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

103
COLONEL BRUNDAGE: The other thing |

suspect is since this is the adm ssion diagnosis
is that after an evaluation is done a lot of
t hose all others wll be redistributed into
i nfecti ous and other nore specific categories.

DR. JOSEPH: | think the key thing is
on a weekly tracking rate that we have, the
hospi tal i zati on rates and the category  of
di agnosis rates are simlar or |lower than the
current peacetime DNBIs.

COVMANDER DEFRAI TES: Anot her feature
of the surveillance plan is that of I|inking the
depl oyment personnel roster that | alluded to
earlier wth the Arny's medical surveillance
system di sease reports. The Arnmy has got an
aut omat ed reportable disease bulletin board
system that can link by identifiers so that we
can track reportable diseases that are reported
to this bulletin board wth the deploynment
roster. And also it is linked real-tinme to
hospitalizati on databases, including the one that
IS tracking the hospitalizations from the
hospitals in Hungary and Bosnia as well as all
mlitary hospitals worl dw de.

And finally, there is plans to link it
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up with the disability data base at a |ater date.

So once this -- of course the deploynent
personnel roster for Bosnia is not conplete yet
because we still have quite a few nore troops
depl oying over the sumrer until this operation,
assumng it is going to be a one-year operation.
The dat a, once it is finalized, wi | | be
available to be linked to these hospitalization
data bases for | ook-backs at a |ater date.

The final part of the surveillance
effort that | wanted to review is the post-
depl oynent pi ece. In general, it is a nedical
eval uation and counseling before |eaving theater
along with some psychological stress screening
instruments as well as the collection of a serum
speci nen. Now there has been nore detail to this
flushed out since European Command has just
Friday put out their message about how this was
going to be done. And | divide this up into the
requi rements for troops before they |eave the
theater. Right now what they are planning to try
to do is to draw and ship a 10 cc red-top tube, a
serum specinmen, from the theater and to fill out
-- this SF-600 is a standard nedical form and it

has got some nedical questions that have been
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desi gned specifically for this depl oynent. It is
basically a medi cal screening type of
guestionnaire. They are supposed to -- they are

going to be delivering a threat brief, basically
giving the troops information on what nedical
problens and threats have been identified in the
theater. They wll put some of this into witing
and distribute it to the troops as they redeploy.
And finally, t he psychol ogi cal screening
I ncludes a Penn, which is a post-traumatic stress
di sorder scale. The CAGE al cohol use index and a
Zung depressi on scal e.

Now at honme station or sone other

point -- right now, the plan calls for -- and,
again, this is still in sonme |evel of negotiation
of exactly what has to take place where. But

right now, the plan calls for within 30 days of
redepl oynent, troops are supposed to have any
theater requirenment that wasn't, for whatever
reason, nmet in theater, they are going to have it
done. So there is a nmake-up. And then they are
supposed to get an updated briefing on the
medi cal threat if anything has changed since they
| eft the theater. A fact sheet -- now this fact

sheet is supposed to have |ocal phone numbers for
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medi cal points of contact at the honme station and
ot her | ocal resources such as famly support and
what not .

And then they are also supposed to
conplete this DD Form 2697, which is another
medi cal screening questionnaire. And then
finally at 90 days a tuberculosis skin test.

The final piece is a data file is
going to be created from this redepl oynent work
and ASCIl text files will be nmade with the unit
of assignnent, the date post-deploynent screening
was conpleted, the last nane, first name, mddle
initial, and Social Security number. And this is
going to be collated at EUCOM surgeon's office.

Now | wanted to turn to one of the
nore interesting aspects of the deploynent and
that was an outbreak of a rash illness that was
reported between Christmas and New Year's as the
first troops went in to Bosnia and were trying to
put this bridge across the Sava River. It was a
pretty dramatic time and sort of a sideline to
that was this rash illness. The work and the
report that | am going to deliver has been done
mai nly by Jim Cook, who is our epidem ol ogist at

the Center for Health Pronption and Preventive
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Medi ci nes detachnent in Europe.
This investigation is still ongoing.

To give you a little bit of background, the
engi neer wunits that were deploying to Bosnia,
before they went to Bosnia or to the Sava River
site, they had to go to a site in Germany to have
sonme training in i ke m ne detection and
avoi dance and then they had to draw sone
equi pmrent from a storage site in Belgian. All of
this took about 10 days before they were actually
able to deploy to Bosnia itself. These units -
now t he engi neer units cane from Germany and al so
came from the United States, and they were
assisted at the Belgium site to draw the
equi pnment by units that were stationed in Bel gium

and the Netherlands at a full-tine station there.

Rash illness outbreak occurred anong
the engineers and the support wunits. Just to
give you sort of a little tinme line in some of

the units, this slide was prepared by Rob Lipnick
who is on the joint staff. What | have here is
in blue is the first unit that was affected was
called the 586th Engi neering conpany. In red is

a 362nd Engi neer Conpany. And the final one is a
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55th  Medium G rder Bri dge Conpany, anot her

engi neer conpany. We have very specialized
engi neer units that work quite well. They | ust
sonetinmes locate their canps in unfortunate

pl aces near where rivers flood.

The 586th Engineer Conpany was the
first engineer conpany that was affected. They
spent -- they left the continental United States
on Decenber 13. They stayed at this resort hotel
-- it is basically a contract hotel for troops
that are drawing units from this CEGE site. I

don't know what the CEGE stands for anynore, but

that is the storage site -- between the 20th and
the 26th of Decenber. They took a train to
Hungary between the 27th and 29th. The first

case occurred on the 28th. So anywhere between 2
and eight days after staying in the hotel and
drawing their equipnment from the sites, they
devel oped the first case. Wthin the next three
days, they developed -- well, wthin the next
week or so, they developed 27 cases in total
The unit was isolated for a few days and then
returned to duty.

The second wunit was affected in

January. The same story. They stayed at this
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resort hotel and drew the equipnent fromthe site
between the 11th and 17th of January. They
devel oped their cases about 8 days |ater after
being at the hotel. And then finally a simlar
story with this third unit that left the United
States on January 2 and was at the site
overlapping with this second unit.

The initial observations about the
rash were that it was a non-severe illness. | t
seemed to be self-limting and at first the

synptons that were thought to be associated were

a rash, fever, and sore throat. However, on
further work-up -- well, let ne just tell you a
little bit about the investigation. From

Landst uhl Medical Center and also from the CHPPM
Europe, there were two teanms that were sent to
i nvestigate the wunits. The investigation here
was of the third unit that | nentioned on the
sli de. Three physicians -- preventive nedicine
physi ci an, i nfectious di sease, and a
der mat ol ogi st . And then from Landstuhl a team
went up to Belgiumto investigate the site.

Then | aboratory studies were done at
the CHPPM at Landstuhl Regional Medical Center,

here at WRAIR, and other l|abs in the WMedical
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Research and Material Command. The investigation
covered the follow ng areas. In ternms of food
and food sanitation, the drinking water and the
pool at the hotel, any possible industrial or
chem cal exposure since this equipnent site
seened to be i nplicated originally, any
I mmuni zations or nedications that people were
taking and any kind of vector-borne disease such
as rodent-borne disease or i nsect or any
reservoirs and also what |eisure activities these
guys may have engaged in.

The period of onset was between the
20t h of Decenber and the 24th of January. By the
time the wunits arrived in Belgium to onset of
synptons was about 8 days. The overall attack

rates were 69 out of 466 in these units, so about

15 percent. O the hotel staff and conbat
equi pnent conpanies -- so these are kind of the
support wunits right there -- one of the support

units right there in Belgium at the site, O
percent . Engi neer conpanies between 9 and 20
percent and ot her support units between 27 and 31
percent .

In terms of risk factors for being

associated with the rash, age, gender, MOS, which
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is the mlitary occupational specialty, the rank
or what platoon or squad or unit you were in was
not associated with the rash.

A little bit nore about the clinical
details. The rash itself was an erythematous
macul ar rubelliform type rash that was mldly
pruritic and nostly on the proximal |inbs and the
trunk. At first we thought that it was a febrile
rash illness and l|ater |ooking at the data, it
doesn't seem |like the URI synptons are associ ated
with the rash. In other words, the frequency of
these upper respiratory type synptons anong
patients with the rash is no different than the
frequency of URI synptonms in other people in the
unit that didn't have a rash. So it seened to be
strictly this rash. There were not many reported
i nsect bites. Fever was 30 percent reported.
None were docunented. The loss of duty tine was
a mpjority of one day and the reason for seeking
medi cal care was the mpjority because of conmand
I nterest. This generated a trenendous anount of
command interest because of the need for these
engi neer units to build these bridges.

Those hospitalizations that | showed

you in that blip in the mddle and the third
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week, those were soldiers with rash that were
admtted for observation at the 67th CASH, the
67t h Conbat Support Hospital in Hungary.

So in summary, we had a fairly large
outbreak of a rash with plus or mnus mld
synpt ons. They are still looking as a probable
I nfectious etiology with a point source exposure.

Because there was very little propagation within
the units. The cases would crop up over a few
days and then not propagate within the unit any
further. So there didn't seem to be any person-
t o- person transm ssion.

The common exposure anmong the cases
was the hotel. Not the equipnment site but the
hot el . Because the unit that was at the
equi pnment site that didn't stay at the hotel
there were no cases. They have changed now the
hotel that was being used and there has been no
cases since other housing arrangenents and the
I nvestigati on conti nues.

Viral cultures were collected on a
number of the troops that came from Bel gium and
the Netherlands as well as those from Hungary,
and the results so far indicate there is no --

these were throat, rectal, and urine cultures,
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and there has been no virus cultured. The rest
of the studies are ongoing. | don't know, John,
i f you' ve got any nore
-- Col onel Brundage has any nore details about
that. But that is the |atest from Bosni a.

COLONEL BRUNDAGE: I met Col onel
Surgeon in Austria and our lab and CDC do an
experimental enterovirus IGM test. We got 22 of
the first sets and there are 6 positives screened
at a low |l evel.

COVMANDER DEFRAI TES: | GM for what?

COLONEL BRUNDAGE: Ent erovirus group
lGvs. We don't have any controls. W don't know
what the background is in that population. e
are not hanging anything on it at this point, but
it is not negative. So we have asked for further
sera of the uninfected people and we are getting
sone of the |later sanples. The problem wth
enterovirology is there are so damm nany viruses
and you just can't really test. So what we did
is we put an Echo-30 antigen and it reacts
reasonably well wth that. But in terns of
cocci, we think the cross is going to be fairly
weak, and this would be consistent with a |ow

| evel cross or a background. It is probably a
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little better than PSA. Al I am saying is that

this is a very hard field and the next step is
pi cking one of 70 viruses and where do you go.
So we are playing with them and we will probably
talk to the CDC. They also have a simlar test
and we will probably share them back and forth.

DR. BROOVE: Why wouldn't you have
secondary spread?

DR. ASCHER: VWhy would you or why
woul dn't you? | think that is what they have
just denonstrated.

DR. JOSEPH: They were isol ated. The
units were isol ated.

DR. ASCHER: Isn't that what you were
sayi ng? That you had secondary --

COMMANDER DEFRAI TES: | didn't hear
t he question. | am sorry.

DR. ASCHER: Ckay. VWhy woul dn't you
have secondary spread? | think you were show ng
t hat or postulating that?

COMVANDER DEFRAI TES: well, | didn't
show an epidem c curve, but my inpression of the
case onset -- the onset of illness -- all the
cases that would occur within a unit occurred

within several days of each other. And they all
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-- and in all three of these sort of experinments
of nature where the wunits traveled separately,
they all seenmed to occur within 8 days after
| eaving the hotel and then not keep spreading

within the wunit after that 8 day incubation
peri od. That is kind of where | was driving at.
Yes, sir?

DR. KULLER: You said there were no
sim |l ar cases anmpbng people who work at the hotel,
right?

COVMANDER DEFRAI TES: That is right.

DR. KULLER: And what about the hote
-- did the hotel have any people there when the
mlitary -- when the U S. Mlitary isn't there?

COMVANDER DEFRAI TES: | think they do.

But I don't think anybody tried to track down --
this was a -- you can understand it was a fairly
sensitive issue since it was a Belgian hotel.
So, | think they were treading very carefully.

DR. KULLER: I have seen one
possibility of considerable inportance is whether
people who go to the hotel and were not in the
mlitary also get a rash.

COMMANDER DEFRAI TES: That iIs a

possibility.
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DR. KULLER: I mean, that would be
rat her inportant. And the other question would
be, and | don't know enough about this so it

m ght be kind of silly, but of course one of the
probl ens that happens to people who travel a | ot
sonetimes is that you go to the hotel and you
wind up using their sheets or the laundry or the
soap that they use or things of that sort and you
essentially get a contact type of dermatitis.
This is not a contact type of dermatitis
associated with exposure to sonmething that they -
- the detergent or the soap they used when they
took a shower at the hotel or sonething |ike that
or the swimmng pool -- they threw sonething in
t he swi mm ng pool ?

COMVANDER DEFRAI TES: Well, the pool,

as | wunderstand it, was cl osed. I was wondering
about a hot tub type of dermatitis as well. That
is what | was thinking of. No, they had no

jacuzzi and the pool was closed when they were
t here. But the investigation team slept on the
sheets too, and they

-- of course, it was a small nunber, not a big
enough sanple size to really rule that out, but I

woul d wonder if that would wait for eight days.
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| guess that was the other -- we nmight expect it
to show up sooner than an 8 day incubation
period.

DR. JOSEPH: | don't know. You know,
there were a nunber of the cases with the index
synptonms who had wupper and a couple of cases
| ower respiratory synptons. And ny under st andi ng
was from EUCOM that there were anecdotal reports
of simlar illness with rash anong either staff
or people who had stayed at the hotel previously.

This is -- 1 don't know what the diagnosis is,
but every pediatrician in the house knows what
happens every Septenber when Kkids go to first
grade for the first tine. My guess is that if
you disaggregated that 8-day period into a real
curve, you mght well find some first and second
generation cases. This was good shoe-I|eather
epi dem ol ogy, and the issue was one, the conmand
concern about getting these guys to the river to
work on that bridge, and two, public interest and
hype of the issue, particularly in the wake of
the Persian GQulf concerns and the rest. Here was
a Belgian nystery disease afflicting our troops.

Ot herwi se, it would not have been a blip on the

SCreen.
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Let me say two more things while |
have it. One, t he really i nteresting
epidemology of this period, that Sava River
bridge is an incredible achievenent in the
Ci rcunst ances. The real interesting epidem ol ogy
is there was not a single case of significant
cold injury in these troops or immersion injury
in these troops who were for days in the cold and
the water and mud of that area.

And finally, the real environnmental
threat, taking that back to your first step, the
real environnental weather-related threat | think
Is probably not the wnter that everybody is
| ooking at now but the spring in Bosnia. This is
hard-pan clay with a very high water table and
the mud is already, even in winter, this deep in
t he heavy equi pnent tracks. And when the rains
cone down into those valleys off those water
sheds as things heat up and the bugs cone out and
the water and the nud get deeper, that is when
the real interesting epidemology is going to
occur in Bosni a.

COMMANDER DEFRAI TES: Yes, sir.

DR. FLETCHER: About your

hospitalizations. The 21 nental illnesses, how
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were they characterized?

COMVANDER DEFRAI TES: | really don't

have any details about what their diagnosis was.
This was just a broad category based on an
adm tting diagnosis.

DR. GWALTNEY: If 1 wunderstood what
you said, after the troops are finished their
m ssion and are going home, they are going to get
psychol ogi cal stress testing. Are they going to
get that as a baseline with the other baseline
eval uations they are going to have, and if not,
woul dn't that be a good thing to do before they
are deployed as well as afterwards?

COMMANDER DEFRAI TES: Wwell, a good
nunber of the troops have had a baseline. There
IS an ongoing project from what WRAIR s European
det achment has. Most of their interest s
directed in this area and a lot of these troops
have that baseline. But for the whole force, it
wasn't done.

DR. GWALTNEY: Vell, when it was done
as a routine, was that before or after they knew
t hey were going to be depl oyed?

COMMANDER DEFRAI TES: I think it was

as part of their deploynent. It was directed at
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peopl e who --

DR. GWALTNEY: Is that going to be
part of the data base? Is that going to be
i nked?

COMVANDER DEFRAI TES: The WRAIR unit
is collecting the psychol ogical data. Their plan
Is to be the collection -- they are going to be
the node that collects all the data, and they
have the plan for how they are going to |ook at

the data and they have sone baseline data to go

on.

DR. GWALTNEY: Ckay. Because you are
| ooking at other risk factors -- other nmedical
risk factors, and it looks like it would be a

good idea to look at psychological risk factors
before they are exposed.
DR. JOSEPH: Well, your point is well

t aken. The answer to it is that there is not a
good denom nator conparison on that, nor really
on the physical -- true denom nator conparison on
the physical exam side. | mean, for exanple,
there have been recommendations in the wake of
the Persian Gulf that everybody before they
depl oy get a new, full nedical work-up -- nedica

and psychological, and that really is judged to
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be prohibitive in logistic terns. What we do
have in addition, though, 1is we have conbat
stress teans in theater. Again, they won't give

you a denom nator conparison, but their work is
both preventive and consultative. So we may have

sone interesting nunerator conparisons along the

way with the troops who are depl oyed. But there
is no true denom nator conparison. You are
perfectly right. That was just judged to be

sonething we did not want to invest the resources
in.
DR.  GWALTNEY: Because it my cone

back to get us again if --

DR. JOSEPH. Well, it may.
DR. GWALTNEY: If there is such a
thing as Bosnian syndrone, it may conme out of

that 1.7 percent that have been hospitalized with
t he psychol ogi cal .

DR. JOSEPH: I ndeed it may, and in a
perfect world you mght want to do a full work-up
with al | | abor at ory tests and tertiary
consultation to everybody who is ever going to
deploy in any theater, but this is where we
decided to draw the |ine.

DR. GWALTNEY: I would think just a
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si npl e screeni ng woul d be good.

DR. ASCHER: As | indicated in our
ot her discussions, nmy understanding is that if a
reservist conmes hone after depl oynent and ends up
with a problem there is a nechanism for that
person to get seen in the system

DR. JOSEPH: And we are keeping the
Persian Gulf hotline -- the registry hotline that
we have open and turning it into an ongoing
registration table.

CAPTAIN BERG Bill Ber g, Navy
Envi r onnment al Heal t h Center. Bob, if
understood you right, a negative PPD test was
required to depl oy. Does that mean sonebody with
a positive PPD test, even if they have been
appropriately evaluated and perhaps received |INH

cannot go?

COMMVANDER DEFRAI TES: Well, of course
not . | know what | said. | just say what the
nmessage says. W try not to take all the

clinical tools and judgnent from the physicians
on the site, but we don't cut them a |lot of
slack. But we do cut them sone.

CAPTAI N BERG In that case, | won't

ask nmy second questi on.
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DR. CHIN: O all of the troops

depl oyed, what percentage, if any, are reserve?

COVMANDER DEFRAI TES: | think the cap
for reserve activations was 3, 000.

DR. JOSEPH: It is 3,000 plus out of
20, 000. But the reserves are there on 140-day
deploynent while the active duty are there for a
full year. So there will be three rotations of
reserve, or about 10,000 out of about a total of
30,000 in the AOR

DR. ASCHER: Could you speak to the
Hungary site again? You had the map up, and one
of the things we were told, and | gave you lots
of anecdotes, was that the region of Hungary was
where there would be some R&R And one of the
gquestions was what do people do when they have
R&R. Do they wear their pernethrin uniforns
I nside their boots when they are back in R&R?

COVVANDER DEFRAI TES: Probably not.
Well, if it is at a good tinme of year --

DR. ASCHER: But is that an R&R site,
where you have the --

COMVANDER DEFRAI TES: Oh, | don't know
where they are.

DR. JOSEPH: Ri ght now there is no
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R&R, and general order nunmber 1 is no off base
and no fraternization. That is a matter of sone
consi derabl e concern anong the troops, but nobody
I's going off base either in Hungary or in Bosnia,
but that will probably change.

DR. POLAND: Is this system you
described particularly with the pre- and post-
depl oynment sera and briefings, et cetera, going
to be in place for each of the services that have
troops there?

COMMANDER DEFRAI TES: Yes. It is
designed as a joint -- it is designed to cover
all services. VWhen | nentioned European Command,
that is a unified conmand. So everyone -- they
make rules for all the services that play in

t heir backyard. That is kind of how it works.

So, it covers all the services. Except, there
are conditions on this plan in that it s
i ntended for ground troops. So that troops that
are afloat -- sailors and troops that never set
foot in -- even though they are in the theater,
they never go offshore, wll not have to go
t hrough all of this. And also, nost air units
that just transiently -- it is mainly for 30-day

stays or longer that it will cover. That is the
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intent of the surveillance nonitoring.

DR. BROQOVE: One of the concerns of
the Board regarding assessnent of potenti al
related syndrones after deploynent has been
getting accurate information on troop novenent.
And | wondered if there are any changes or could
you describe the system and how accurate it wll
be for defining troop novenment throughout their
depl oynment ?

COVWANDER DEFRAI TES: It is not --
there is not anything dictated in the plans that
are existing right now for the geographical piece
of this. But | think the one thing that is in
the favor of this particular deploynment is that
nost of these troop locations for the nobst part

are fairly fixed. And troops, especially the 1st

infantry division -- | nean fixed in a genera
sense in that you will have a forward operating
base that you will keep com ng back to and that
you will have road patrols going out and com ng
back to the same |ocations. There is not going
to be a big end-run through Iraq and Kuwait |ike
-- well, we hope not. We hope it doesn't
deteriorate to that extent. There is always the

possibility, | guess.
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This is just ny personal opinion that
it is probably going to be a fairly stable type
envi ronnent . For pinpoint |ocations of troops,
no, we don't really have any capability right
now.

DR. ASCHER: W saw a CHPPM and they

had to retrofit that enormous G S program for the

snoke exposure. It would be nice if you would
start maybe collecting that. It wouldn't be that
difficult, particularly if you say it IS

relatively stable. Particularly as we would |ike
to see if there are cases of TB or hantavirus or
congo crinmean or typhus or whatever. We woul d
like to know where those people were. It woul d
hel p make a real nap.
DR. JOSEPH. It may not be a bad idea.
We are not currently planning -- for those that
don't know what Mke is referring to, we have --
the Arnmy has got a so-called geographic | ocator
study which is the data will be available early
this year in 1996, which wll give you the
| ocati on of every unit for every day in the gulf.
Now that, as | said, is a large area and a | ot
of people, and we are obviously going to use that

for the PTI issues. But this is a very different
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setting. It is a nmuch snmaller area and the
| ocations are much nore fixed and there is not
t hat nmuch nmaneuver, at |east as anybody can see.

It would be relatively easy to get sonewhere
| i ke perhaps with a lot |ess technol ogy and cost
to get sone clear idea of |ocation

The problem is what | ocation neans.

You know, if sonmebody is assigned to the IFOR
headquarters in Tuzla, but their job is driving
back and forth to Tazar in Hungary, then their
unit location is one thing, but where they

actually are and whether they are in the grass or

not is different. But | think it is a good
t hought . We ought to look at how refined we
m ght be able to get, geographic unit or

i ndi vidual |ocated at them

DR. ASCHER: We thought the TB
exerci se where you have to approach everybody
that you are going to offer the vaccine to with a
formto either decline or accept the process, it
woul d be nice to wite down their G'S coordi nates
on their consent form In other words, you could
capture the |location of individuals through the
process of the TBE exercise.

COVMVANDER DEFRAI TES: On a one-tine
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basis. You will know that day where they were.

DR. ASCHER: Correct.

COMVANDER DEFRAI TES: But what about
next week?

DR. ASCHER: But it would give you,
then, if you had really hot spots, you could line

themup. You mght figure it out.

DR. JOSEPH: Well, the thrust of the
recommendation, in quotes, | think is a good one.
W will ook at that.

DR. KULLER: Thank you very nuch.
Maj or  Ganbel Preventive Medicine Officer at
Walter Reed w il talk about wuse of personal
protective neasures to prevent insect bites.

MAJOR GAMBEL: Can you turn on the
slide projector, please? Thank you, and turn the
lights down just a little. Good norni ng. The
topic of my talk this nmorning is the US.
mlitary system of personal protective neasures
to prevent insect bites, soldiers know edge,
attitudes and use.

I have several objectives. There wll
be at least 10 or 15 mnutes at the end before
| unch for discussion. | will begin by describing

the US. mlitary system of personal protective
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measures or PPMs. Next | wll describe one
di sease outbreak investigation that recomended
greater attentio